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CHRONIC ARTHRITIS—ITS TREATMENT* 


By Russet L. Ceci, M.D. 
New York City 


I 


HE treatment of chronic arthritis has always 

been handicapped by lack of more definite 
knowledge concerning the nature of the disease. 
We are not only without a specific standardized 
therapy; we are without even an understanding 
of the origin and nature of this prevalent and 
baffling condition. In spite of these handicaps, 
however, the physician must treat the arthritic 
patient. He must treat him as well as he knows 
how. He must approach the disease with an open 


mind, not riding a hobby, and with no fixed pre- 
judices against the therapeutic theories of others. 


CLASSIFICATION OF CHRONIC ARTHRITIS 


At the outset of this problem, it is necessary 
for me to refresh your memories concerning the 
classification of chronic arthritis now in general 
vogue. Passing over the specific forms of arth- 
titis, we differentiate ordinary chronic arthritis 
into two main types: hypertrophic or osteo- 
arthritis, and rheumatoid or infectious arthritis. 
Practically all authorities on arthritis are agreed 
on the rationale of this classification. To many 
students of arthritis, these two forms of the 
disease appear as entirely distinct and separate 
clinical entities. 


HYPERTROPHIC OR OSTEOARTHRITIS 


Hypertrophic arthritis is a disease of middle- 
aged and elderly people. It is characterized by 
thinning and fibrillation of the articular cartilage 
and proliferative changes in the bone, especially 
around the margins of the joint, where bony 
spurs and exostoses develop and produce a widen- 
ing of the articular surface. As time goes on the 
cartilage wears off entirely, and the underlying 
bone is exposed. Presumably because of pressure, 
the exposed bone becomes dense and highly pol- 
ished, and often functions fairly well in place 
of the cartilage. 


*Guest-speaker paper, read before the General Medical 
Section of the California Medical Association at the sixty- 
third annual session, Riverside, April 30 to May 3, 1934. 
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It is quite possible for osteoarthritis to exist 
in an advanced form without producing symp- 
toms. Autopsies on elderly patients will usually 
reveal more or less osteoarthritis of the knees, 
hips, vertebrae and phalangeal joints. Symptoms 
of discomfort and pain appear when a joint which 
is the seat of hypertrophic arthritis is subjected 
to acute or chronic trauma. The spurs and exos- 
toses rub against the synovial membrane and set 
up inflammation. Hypertrophic arthritis, how- 
ever, is not essentially an inflammatory process, 
but a degenerative process like arteriosclerosis or 
gray hair, and quite possibly results from an 
inadequate blood supply to the articular surface. 


TREATMENT OF HYPERTROPHIC ARTHRITIS 


The rational treatment of hypertrophic arthritis 
consists of reducing the trauma incidental to use 
of the joint, and increasing the local circulation. 
The measures most frequently employed are: 

1. Rest.—Rest need not be absolute immobili- 
zation, but much less use of the joint than normal. 
This applies particularly to the weight-bearing 
joints, where the mere act of walking or climbing 
stairs often keeps up irritation in the worn-out 
structures. 

2. Reduction of Weight—Rest, of course, 
eliminates a certain amount of trauma, but further 
steps can be taken in this direction by reducing 
the weight of obese patients and thus again re- 
ducing the strain on weight-bearing joints. The 
correction of a faulty posture is another pro- 
cedure which will often reduce the strain on a 
hypertrophic joint and thereby relieve the patient 
of pain and discomfort. In patients who are over- 
weight because of a low metabolism, thyroid ex- 
tract can be administered with great benefit. In 
those whose metabolism is normal, more depen- 
dence must be placed on a low calory diet, con- 
sisting chiefly of green vegetables and fruits. 
Weight reduction in these patients is often diffi- 
cult because they are unable to take the normal 
amount of exercise. 

3. Physiotherapy—The various forms of 
physiotherapy consisting chiefly of infra-red light, 
diathermy and baking apparatus, are very useful 
in hypertrophic arthritis, particularly in those 
cases where only one or two joints are involved. 
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Hypertrophic arthritis is particularly common in 
the knees and lumbar spine, and in such locations 
diathermy can be used with great benefit. 

4. Hydrotherapy.—Hydrotherapy is one of the 
oldest forms of treatment for rheumatic disease. 
Baths were used in ancient Rome for the treat- 
ment of rheumatism, and some of the old Roman 
baths at Bath, Aix-les-Bains and other spas are 
still in existence. One does not have to go to a 
spa, however, to enjoy the benefits of hydro- 
therapy. A good hot tub of water with the tem- 
perature ranging from 104 to 106 degrees Fahren- 
heit, is an excellent substitute for the natural hot 
springs, and is particularly efficacious if followed 
by a sweat. 

Drug Therapy.—The pain and discomfort 
of hypertrophic arthritis are best relieved by as- 
pirin or some of the other salicylates. We have 
also used potassium iodid, or hydriodic acid, with 
considerable benefit in some of these patients. 

So much, then for the treatment of hyper- 
trophic arthritis. We can not hope by any form 
of therapy to eradicate the bony changes which 
have occurred in these joints; but we can do a 
great deal to relieve the patient of his pains and 
aches, especially if he will give wholehearted 
cooperation. 

RHEUMATOID OR INFECTIOUS ARTHRITIS 

We have said that hypertrophic arthritis is a 
degenerative process. Rheumatoid arthritis oc- 
curs more frequently in young people and is a 
truly inflammatory process. It is primarily an 
inflammation of the synovial membrane and other 
soft parts of the joint. Allison and Ghormley* 
have shown that rheumatoid arthritis has a specific 
micropathology. In addition to the chronic granu- 
lation tissue which occurs in the synovial mem- 
brane, and which is rather characteristic, there 


is a more specific lesion consisting of clumps of 
lymphoid cells which are not encountered in other 


forms of chronic arthritis. We may define rheu- 
matoid or infectious arthritis as a chronic in- 
flammation of the joints characterized in the early 
stages by pain and swelling of the joints, and in 
the later st: iges by ankylosis and deformity. The 
hypertrophic joint may be enlarged, but there is 
no heat, swelling or ankylosis. The badge of the 
rheumatoid joint is soft tissue swelling. 


FREATMENT OF RHEUMATOID ARTHRITIS VARIES IN 


MEDICAL CENTERS 


As I have already said, the treatment of rheu- 
matoid arthritis suffers from lack of a specific, 
and of no standardized regimen such as exists, 
for example, in the therapy of tuberculosis or 
syphilis. Indeed, the character of the treatment 
which one receives for rheumatoid arthritis de- 
pends very largely on where he goes to get the 
treatment. lor example, at Tucson, climate, sun- 
light and baths are emphasized. In some clinics, 
the doctrines of Rosenow are largely followed, 
and great stress is laid on focal infection. In 
some of these latter clinics, focal infection therapy 
is carried to an extreme. For example, every 
devitalized tooth is extracted, even though x-rays 
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fail to reveal definite root abscesses. At the Mayo 
Clinic, Rowntree and Adson® are performi: 
sympathectomy of the cervical and lumbar gang 
lions in selected cases of rheumatoid arthritis. 

If the patient comes further east and stops 
Rochester, New York, he will pretty sure! 
treated by hyperthermia ; that is, the inductio: 
artificial fever by diathermy. This method 1 
therapy aims to achieve what typhoid vacci: 
achieves without the discomfort of a chill. Hovy- 
ever, the process of being heated up to a 
perature of 105 degrees Fahrenheit, is not 
gether pleasant, and I suspect that many patient 
would prefer the foreign protein reaction 
typhoid vaccine to the artificial production 
fever by hyperthermia. Furthermore, I am 
yet convinced that hyperthermia by diathermy 
as effective as the thermal reactions of typ! 
vaccine. 

If our patient travels still further 
arrives in Boston, he will encounter a distin- 
guished group of orthopedic surgeons whios« 
method of approach to the arthritis problem is 
naturally somewhat different from that of the 
medical men. Posture, massage and exercises are 
stressed, and in many cases prolonged rest in bed 
is insisted upon. The Boston school are par- 
ticularly skillful in the handling of advanced and 
neglected cases of rheumatoid arthritis, where the 
ankyloses and deformities require expert ortho- 
pedic procedures. Synovectomies, arthroplasties 
and arthrodeses are resorted to when these opera- 
tions are indicated. 

In Toronto, Fletcher* and his co-workers have 
stressed the role of the large intestine in the 
etiology of rheumatoid and hypertrophic arthritis, 
and their method of treatment is based primarily 
on the correction of a tortuous and atonic colon 
Fletcher has found that this type of colon re- 
sponds well to vitamin B therapy, and therefore 
advises the use of vitamin B in the form of yeast 
or some other such preparation, and by this treat- 
ment he claims that the colon tends to take on 
once more its normal shape and contour. Fletcher 
goes further and advises the use of the other 
common vitamins, A, C and D. In the experience 
of the writer, the use of vitamin therapy often 
has a very happy effect in improving the gen 
health of the patient long before any improven 
is noticeable in the joints themselves. For t! 
reason I believe that vitamin therapy is an i 
portant factor in the treatment of rheumato 
arthritis. 


east and 


In Philadelphia the physiological method 
approach to the arthritis problem has been 
ployed by Pemberton.*| Pemberton has alw 
been interested in the dietary treatment of arth 
ritis, and has insisted for years that the arthritic 
patient does best on a low carbohydrate dict. 
Pemberton is also enthusiastic over the us¢ 
physiotherapy in the treatment of rheumat 
arthritis. 

In New York, rheumatoid arthritis is gene! 
looked upon as a chronic infection. This attitud 
has been the natural result of the bacteriolog: 
studies on the disease by Richards,*? Burba 
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Dawson, Olmstead and Boots,’ Cecil, Nicholls and 
Stainsby® and others. These investigators all be- 
lieve that rheumatoid arthritis is a streptococcal 
infection. R. G. Snyder,® who is chief of the 
arthritis clinic at the New York Hospital for the 
Ruptured and Crippled, is an ardent advocate of 
colonic irrigations for rheumatoid arthritis. 

The spa treatment of arthritis finds expression 
at such resorts as Hot Springs, Arkansas, Palm 
Springs, California, and White Sulphur Springs 
or Hot Springs, Virginia. The spa treatment of 
rheumatoid arthritis has never been so popular in 
this country, however, as it is in Europe or the 
British Isles. In Europe the spa treatment has 
flourished for centuries and consists chiefly of 
hot water baths, carbonated baths and mud baths. 
At Aix-les-Bains the cure consists chiefly of hot 
sulphur baths. At Dax or Pistyani mud baths 
are given, and they are claimed to have outstand- 
ing therapeutic value. 

In this connection, something should be said 
concerning the use of gold salts in the treatment 
of rheumatoid arthritis. The use of gold salts for 
this disease has been confined almost exclusively 
to France and Germany, and more recently the 
gold treatment has been taken up in England. 
Forestier?® at Aix has been a strong advocate of 
the gold cure, while in England Slot and Deville” 
have claimed a high percentage of cures by the 
use of gold thiocyanate i in oily suspension. 

] have tried to show in this very rapid journey 
about the United States and Europe how the 
treatment of rheumatoid arthritis varies in dif- 
ferent medical centers. 

33 East Sixty-first Street. 


(To be continued) 


ACUTE INTESTINAL OBSTRUCTION* 


By LeRoy Brooks, M.D. 
San Francisco 


Discussion by Rea Smith, M.D., Los Angeles; George 
D. Brown, M.D., Pomona. 


HE high mortality rate in acute intestinal ob- 

struction preémpts any apology for discussing 
the subject. No attempt will be made to review 
the abundant literature, or to dwell upon the dis- 
puted question as to the origin or nature of the 
toxin which tends to lead rapidly to the death of 
the patient. All of this information has been 
published, and is accessible to anyone interested. 


TYPES OF ACUTE INTESTINAL OBSTRUCTION 


Acute obstruction must be divided into the func- 
tional or paralytic ilius and mechanical blockage. 
The mechanical type must further be divided into 
high and low obstruction, from the standpoint of 
the rapidity of the development of toxemia. Again, 
there is a difference in the clinical picture between 
the obturator obstruction and the strangulation 
type at the same level. 

In the paralytic type, the great abdominal dis- 
tent ion, apathetic facies, toxemia, rapid pulse, ab- 

* Re ad before the General Surgery Section of the Cali- 


i. Medical Association at the sixty-third annual ses- 
Riverside, April 30 to May 3, 1934. 


ACUTE INTESTINAL OBSTRUCTION—BROOKS 


sence of pain with an accumulation of liquid 
the stomach, failure to obtain results with enemas, 
lack of peristalsis, leads one to the diagnosis. In 
this type the cause may be any overwhelming 
toxemia or trauma. It occurs not infrequently in 
pneumonia. I have seen it in a crushing injury of 
the thigh, and postmortem examination proved the 
peritoneum to be without injury or inflammation. 
It most commonly occurs, however, in peritonitis, 
chest traumas and following formidable intra- 
abdominal procedures. 

Without attempting to detail all the causes of 
acute mechanical obstruction, suffice it to say that 
hernia, postoperative adhesions and volvulus are 
the most common causes of obstruction in the 
small bowel, while cancer holds first place in the 
large intestine. 


SYMPTOMS OF COMPLETE 
OBSTRUCTION 


MECHANICAL 


The symptomatology of complete mechanical 
obstruction is so definite that the diagnosis is not 
difficult, unless one attempts unjustifiably to 
specify the exact cause, in some cases, of the 
obstruction. 

Acute obstruction is always 
paroxysmal attacks of pain, usually about the 
umbilicus, which come in increasing severity and 
at shorter intervals. If the obstruction is high, 
there is vomiting early; if, however, it is in the 
low ilium, or large intestine, vomiting may be 
absent until the late stages. At the onset the 
patient may, and often does, have a stool, because 
the irritation at the point of obstruction starts a 
wave of peristalsis in both directions. With the 
first enema, a small amount of gas and fecal mat- 
ter may return; but upon repetition of the enemas, 
the return is clear and of great importance, with- 
out gas. Except in new growths and visible or 
palpable hernia, there is usually an operative scar 
on the patient’s abdomen. The temperature is 
generally not elevated, and often is subnormal. 
Examination of the abdomen shows distention 
only if the obstruction is low in the canal and of 
several hours standing. There usually is no mass 
or localized tenderness, unless the intestines are 
attached to the abdominal wall, or the obstruction 
is caused by an inflammatory process. The urine 
is normal except in neglected cases, and there is a 
polynuclear leukocytosis in the strangulated type. 
The pulse rate soon increases, and the palpable 
apex of the systolic curve is poorly sustained. The 
patient presents an anxious facies, soon becomes 
toxic, and is thoroughly impressed that there is 
something radically wrong with his abdomen; and 
it seldom requires any persuading for him to have 
an operation. Oscultation will detect the typical 
metallic tinkle heard only in obstruction with fluid 
and gas in the obstructed loops of intestine. This 
picture applies more to acute obstruction of the 
strangulating type of the small intestine. 

If the obstruction is in the large intestine, or 
of the obturator type, the pain will not be so 
severe, and other symptoms will be slower to 
develop, which will allow more time to safely 
arrive at the proper diagnosis. 


ushered in by 
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TABLE 1.—Time Factor and Results* 


| Hours After 
First Re- 
Symptoms oO Cause Living ferred 
24 25% Volvulus 
3% P. O. A. 
72 74 S. H. 
24 27 Ss. H. 
12 72 Intussusception 
2 Volvulus 
14 S. H. 
18 P. O. A. 
Atresia 
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* Explanatory legends for Table 1. 
P. O. A.—Postoperative adhesions (after convalescence). S. H.—Strangulated herni: 
P. O. C.—Obstruction during convalescence, usually in peritonitis. Ca. R.—Cancer of rectum. 


POSTOPERATIVE OBSTRUCTION two or three days, but usually occurs about, or 

There is one variety of obstruction which merits after the end of the first week. The diagnosis is 

special mention, and that is the obstruction which made upon the history of waves of severe spas- 

occurs postoperatively while the patient is still modic pain, not to be confused with mild gas 
convalescing in the hospital. It may develop after pains. Enemata are not productive. 
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TABLE 2.—Acute Intestinal Obstruction 
Summary 


Total onan 
Referred 

Not referred 
Small intestine 
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The correct history of how the paroxysmal pain 
started, and its increase in severity, is the key to 
the diagnosis, along with the findings listed above. 
In delayed cases, the intestines are often so 
fatigued that strong contractions are no longer 
possible; thus the early symptoms are important. 
To take the diagnosis to the family at an early 
stage and insist upon a second operation, requires 
courage. Too often delay is practiced in the hope 
that the condition will clear up spontaneously, and 
this delay is responsible for many deaths. X-rays 
of the abdomen will show gas and fluid levels, but 
they are seldom necessary if a correct history is 
elicited, and the giving of barium, I believe, should 
definitely be avoided in complete obstructions. 


TREATMENT 


The treatment of adynamic ilius is a very diffi- 
cult problem. Enemas, heat to the abdomen by 
compresses or electric bakes, and adequate quanti- 
ties of fluids, inorganic salts, various intravenous 
solutions to stimulate peristalsis, notably concen- 
trated sodium chlorid solution, spinal anesthesia 
and paravertebral sympathetic block, are procedures 
to which we may resort sometimes with success, 
but often with failure. Continuous drainage of 
the stomach by means of a nasal tube is more 
efficacious in this type of case than an enterostomy. 


The treatment of mechanical obstruction is early 
operative relief of the obstruction, or drainage of 
the intestine by an enterostomy in selected cases. 
The obstructed patient secretes large amounts of 
fluids into the upper intestinal tract, which may 
be vomited or which are not reabsorbed. This 
leads rapidly to dehydration, which must be com- 
bated by injection of fluids. 


Because of the loss of chlorids by vomiting or 
by lack of absorption from the gastro-intestinal 
tract, there is a tendency to develop hypochloremia 
and alkalosis. Clinically, alkalosis can be recog- 
nized by cyanosis of the extremities, not infre- 
quently by a wandering mind, hyperirritability of 
muscle nerve phenomena and tetanic contractions 
of the hands when a tourniquet is applied. The 
urine is scanty or there may be aneuria. The blood 
chemistry will make the diagnosis definite by the 
finding of low blood chlorids, high carbon dioxid 
combining power and increase in the nonprotein 
nitrogen. 

It is, however, not practical to wait for the 
laboratory report with approaching tetany. Fluids 
and chlorids should be given liberally before, dur- 


TABLE 3.—Importance of the Time Factor 


OS 


Average time before operation—referred 39.3 hours 
Average time before operation—not referred......15.05 hours 
Operation under 24 hours 14.2% 
Operation over 24 hours 38.09% 


te 
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ing and after the operation, and the blood chem- 
istry should serve as a guide in the quantity of 
chlorids and glucose solutions needed. Since alka- 
losis is more often recognized and better under- 
stood, many patients recover who in the past 
expired. It is believed that the calcium of the 
blood in alkalosis is combined with phosphates, 
and free ionic calcium must be added. Brilliant 
results can often be obtained by giving calcium 
chlorid 5 per cent solution, 10 to 20 c.c. intra- 
venously. 
UNUSUAL CASES 


Not infrequently one has to deal with a patient 
who is young and apparently in good condition. 
His obstruction is recognized, and he is operated 
upon early, but he does not do well. He fails to 
take up the solution from his muscles or subcu- 
taneous tissue readily, and develops a general 
edema with a urine output which decreases in 
amount each twelve hours until he develops an 
aneuria before death. This picture is apt to be 
puzzling because it usually occurs two to four 
days after operation, and sodium chlorid and fluids 
have been given plentifully, but not in excess. 
Such a patient in our experience will recover only 
if he is “acidified.” This may be done by giving 
10 to 20 c.c. 5 per cent calcium chlorid intrave- 
nously, preferably in 300 to 400 c.c. 20 to 25 per 
cent glucose. It may be necessary to repeat this 
in twelve hours. The usual response is a profuse 
diuresis. Glucose alone will not accomplish this, 
as the patient must be “acidified” and he probably 
has a low sodium tolerance. Ringer’s or Hart- 
man’s solution are preferable as a routine to nor- 
mal saline, because of better balance of inorganic 
salts. 


In shocked patients or those moribund, opera- 
tion must be deferred until the patient’s condition 
is improved by gastric drainage, fluids, chlorids, 
calcium and glucose. A few of the neglected cases 
may be saved by this procedure who could not 
endure an immediate operation. 


Spinal anesthesia or spinal with gas and oxygen, 
depending on the temperament of the patient, is 
the anesthetic of choice since obstructed cases 
tolerate profound ether anesthesia very poorly. 


Often one has to deal with an obstruction in a 
patient who is too sick to stand a laparotomy. A 
typical example is a patient with pelvic peritonitis 
who develops an obstruction. An enterostomy 
done in the patient’s room under local anesthesia 
with a catheter placed well into the distended in- 
testine will often save the patient’s life, if it ts 
done early. It is gratifying to find that such 
patients often never have to have any further 
operation for relief. If the obstruction is due to 
volvulus there might be, of course, an isolated 
strangulated loop of intestine which would not be 
drained by an enterostomy and would cause the 
death of the patient. In such cases, however, the 
severity of the symptoms, the sudden onset and 
the shock produced is so overwhelming that clinical 
experience will tell one that the hazard of a lapa- 
rotomy must be accepted. 

Occasionally, in a plastic type of peritonitis, 
there may be present a duplex obstruction ; one in 
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the small intestine and a second in the sigmoid. 
In such cases it is necessary, in addition to doing 
an enterostomy in the small intestine, to do a 
cecostomy as well. 

Experimental work shows that animals will die 
just as soon from complete loss of their upper 
intestinal contents as will controlled animals with 
complete obstruction without strangulation. This 
is the problem in some cases from profuse drainage 
from an enterostomy. Situations are sometimes 
such that drainage from an enterostomy can be 
collected by continuous suction and reple iced by 
injection, or by the drip method in the intestine 
below the fistula. We have had the opportunity to 
practice this with success in two cases. 

In obstruction of the large bowel from cancer, 
the primary operation should consist of a coles- 
tomy only, or exploration and colostomy. 

Holden of Portland, Oregon, in advanced cases 
of small bowel obstruction eviscerates the patient, 
places a tube in the intestine and milks out the 
toxin with gloved fingers. This is practiced by 
some other surgeons and probably has its advan- 
tages; however, the same result can be accom- 
plished and with greater ease if the operation is 
done under spinal anesthesia. The toxins may be 
milked into the large intestine and caught through 
a rectal tube in a basin without either opening the 
intestine or eviscerating the patient. The intestines 
are simply gently stripped without removing them 
from the abdominal cavity. 


MORTALITY IN ACUTE OBSTRUCTION 


Holden reports 177 cases with a mortality rate 


of 191% per cent, which is the lowest mortality rate 
yet reported, to my knowledge, in a series of cases 


as large as this. To emphasize the detrimental 
effect of delay, he has divided his series into re- 
ferred cases and cases seen originally by himself. 
Deaths 31 
Deaths 3 


Referred cases 119 


Mortality 26% 
Nonreferred cases 58 


Mortality 546% 

There is a definite direct relationship between 
the mortality rate and the time of delay of opera- 
tion, and Holden points out that morphin is prob- 
ably the biggest factor in the delay. It is well, 
when dealing with less codperative patients, after 
the diagnosis is established, to have a definite 
understanding that they will be given morphin only 
on the condition that when the pain is relieved by 
the injection, they will not change their mind as 
to having the necessary abdominal operation. 

Tables 1, 2, and 3 point out the importance of 
delay upon the mortality rate in this series, and 
supports the conclusion that complete mechanical 
obstruction can be diagnosed early. 

490 Post Street. 

DISCUSSION 

Rea Smirnu, M. D. (1930 Wilshire Boulevard, Los 
Angeles).—The paper presented by Doctor Brooks is 
of greatest interest to me, particularly for the graphic 
manner in which he has stressed the time element 
before operation in intestinal obstruction. 


The fact that he had a mortality of 22.2 per cent in 
sixty-three cases; that in the forty referred cases the 
mortality was 32.5 per cent, with an average time from 
the beginning of symptoms to operation of thirty-nine 
hours, while in the twenty-three cases seen first by 
himself there was only one death, a mortality of 4.3 
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per cent and an average of fifteen hours between the 
beginning of symptoms and the operation, 
whole story in acute intestinal obstruction. 
diagnosis and early operation,’ no matter of 
type, is the keynote of success in handling 
serious accident. 

I want to thank Doctor Brooks for a most int 
ing and instructive paper. 


VW 
tells 


\ 


. lat 
this very 
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Georce D. Brown, M.D. (568 North Main St: 
Pomona).—It has been a pleasure to read D 
Brooks’ practical paper on a condition in which ow 
results have not been satisfactory, as far as morta 
is concerned. The alterations in blood chemistry 
this condition have been well established, and 
measures taken to correct these alterations, 
scribed by Doctor Brooks, have been a great he! 
the treatment of these cases. 

I am convinced that the use of an enterostomy in 
cases of more than a few hours’ duration, with 
edly distended proximal bowel, is a life-saving measure 
if used properly and in conjunction with draina 
the stomach and rectum by either irrigation and i 
ration or some form of continuous suction apparatus, 
These drainage tubes must receive the personal atten 
tion from the physician in charge, to be sure hee \ 
functioning properly, in order to obtain any benefici: 
results. This method of treatment I realize is cor 
troversial. 

I would like to emphasize what to me appears t 
be the most important factor in the treatment of acute 
intestinal obstruction, and that is, an early diagnosis 
with immediate operative intervention. In the early 
hours of an obstruction, any conservative method 
relieving the obstruction will save the patient’s life in 
a high percentage of cases. This is well shown by 
study of the chart and summaries of this paper, and 
I wish to congratulate Doctor Brooks on his series of 
twenty-three non-referred cases with only one deat! 
This is, I think, a tribute to his ability to recognize 
these cases early, and his courage in recomriending 
early surgical intervention. 

If the medical profession as a whole would dev 
the same keenness in the diagnosis of this condition 
as exhibited by Doctor Brooks, our surgical section 
meetings would be robbed of one of its most cot ntro- 
versial subjects—enterostomy or no enterostomy 
the treatment of obstruction. May I suggest early 
diagnosis as the best treatment for acute intestinal 
obstruction. 


BURNS—THEIR TREATMENT™* 


By Don Weaver, M. D. 
Oakland 


Discussion by C. A. Dukes, M.D., Oakland; Edmund 
Butler, M. D., San Francisco; John Homer Woolsey, M.D., 
W oodland. 


OXE of the difficult problems encountered in 
the field of surgery is the management of the 

patient who has suffered a severe and extensive 

burn. Except for the work of a few, the medical 

profession has given very little time to a scientific 

consideration of this subject. The use of tannic 

acid, as advocated by Davidson in 1925, apj 

to mark the beginning of an era characterized 

a renewed activity and interest, and by many 

provements in our methods of treatment. 


MATERIAL FOR THIS STUDY 


In order to correctly evaluate the benefits 
a standardized method of treatment, we are 
Read before the General Surgery Section of the Ca! 


emaie Medical Association at the sixty-third annual 
session, Riverside, April 30 to May 3, 1934. 
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TasLeE 1.—Summary of Burn Cases in Alameda County 
Hospital for Period 1931-1933 


Total number. 
Total number of deaths... 
Cause of death: 

Shock, first day....... scudekennaavaieabes 
Toxic, second, third days. om 
Infection, sec ond to sixth w 
Pneumonia (one on day of entrance).. 
Gastric hemorrhage 
Causes foreign tO DUTM....~..cciccceccecceesses 


Age, years: 
10 and under.. 
10 to 50 
50 and over.. 


Etiology: 
RIND connsccan-derosssctaconsatinn 
Fire 
Gasoline 
Gas explosion 
Chemical 


Explosives 
Other cases 


senting a series of cases treated at the Alameda 
County Hospital during the years 1931 to 1933, 
inclusive, together with observations made from 
the study of these patients. 


During the past year and a half, patients suffer- 
ing from burns have been concentrated on one 
branch of the surgical service. This arrangement, 
we feel, is advantageous to all concerned. Records 
can be more accurately kept, statistical reports are 
more valuable, interest in the subject has been 
stimulated, uniform methods simplify nursing care 
and, lastly, it has reacted greatly to the benefit of 
the patient. 

In this series we have excluded all burns of 
less than 5 per cent of the body surface, and all 
cases which were discharged to other hospitals. 
Deaths occurring from causes remote from the 
burn injury are also not included. 


In Tables 4 and 5, we have endeavored to select 
typical burn cases, without unusual features. Third 
degree burns, requiring plastic operations and in- 
volving long periods of hospitalization, are not 
included. Deaths are also not included in Tables 4 
and 5. Many of these patients, however, were 
discharged before healing was complete for treat- 
ment at out-patient clinics. 

While these figures favor the treatment of burns 
with tannic acid, the picture is by no means com- 
plete. Only those in constant attendance can 
appreciate the advantages of this method of treat- 
ment over former methods. 

The object of this paper is not to elaborate upon 
the merits of tannic acid, but to outline briefly the 
plan of treatment which has yielded the most satis- 
factory results in our hands. 


TOXIC SYMPTOMS 


The majority of deaths from burns occur from 
shock and toxemia during the first forty-eight 


TasLe 2.—Methods of Treatment Used 


itments and oils ’ 
Hype rtonic saline compresses and baths. 
in violet 
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TasLe 3.—Comparison of Methods 


— === = Se 


Per Cent 
of Body 
Area 


Number of 


Method of Hospital 


Number Treatment 


5 


4 
3.7 


Tannic acid 1 
| Other methods 1 


hours. Shock resulting from severe burns re- 
sembles shock from any form of body injury. 
The source of the toxic condition is still unsettled. 
The experiments of Robertson and Boyd favor 
the absorption of toxins from the burned skin. 
Underhill, using the same experimental methods, 
does not substantiate the results obtained by 
Robertson ; we believe, on the contrary, that there 
is very little, if any, absorption from the burned 
surfaces. 

Firor, of Johns Hopkins, conceived the infec- 
tious theory of burns, in which he explains the 
entire symptomatology of burns subsequent to the 
period of primary shock, on the basis of infection, 
and recommends the use of gentian violet. 

The majority of patients in our series suffer 
definite toxic symptoms, usually on the second or 
third day. After this period, however, in cases 


TABLE 4.—Extensive Second Degree Burns 1931-1933 


—— 





| Per Cent a 
of Body | 
Area 


Number of 
Method of — 


Number Treatment 





Tannic acid 
Other methods | 


which are not infected, convalescence is smooth, 
uneventful and free from toxic symptoms. 

We wish to avoid a discussion of shock and of 
the unsettled question of toxemia, and will con- 
fine ourselves to a brief mention of the blood and 
tissue changes which exist, and the measures taken 
to prevent them. 


BLOOD AND TISSUE CHANGES 


Pain and restlessness are relieved with suitable 
doses of opiates. Body heat is restored and main- 
tained by removing moist, soggy clothing, wrap- 
ping the patient in warm blankets, or by covering 
him with a warmed crib. 

Hypertonic saline solution is given intrave- 
nously to relieve hypochloremia and blood con- 
centration, which conditions are fairly constant in 
all cases of severe burns. This may be given by 
rectum or subcutaneously, unless the severity of 
shock might interfere with their absorption. 


TAaBLe 5.—Extensive Second Degree Burns 1933 
Per Cent Number of 


of Body Hospital 
Area Days 


Method of 
Number Treatment 


Tannic acid 11 11.5 . 
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Fig. 1.—Preliminary cleansing of burned area before 
applying tannic acid. 


Glucose in saline solution is of value immedi- 
ately following the burn, in relieving shock; and 
after forty-eight hours to relieve the hypogly- 
cemia, which is one of the later sequellae. 

We feel that blood transfusion is of value, and 
that it should be used in all cases in which we 
fear a fatal result. Transfusion is the best means 
we have of combating shock, speeding up the 
circulation, and in relieving the capillary concen- 
tration of blood. 

When considering the local treatment of the 
burned area, we must realize that we are dealing 
with an infected wound and a surgical problem. 
Firor demonstrated the betahemolytic, or the 
gamma streptococcus, in 100 per cent of severe 
burns within twelve hours. 

The clinical picture of the infected burn case, 
the pain and suffering, the frequent dressings, foul 
discharges, septic temperature, rapid emaciation, 
and secondary anemia are very familiar. 


TREATMENT 


Since burns, therefore, are 100 per cent in- 
fected, a fact demonstrated both clinically and 
experimentally, it is our custom, as soon as shock 
is relieved, to administer a light nitrous oxid- 
oxygen anesthetic, and quickly but thoroughly 


4 


Fig. 2.—V. G. 


Sixteen days after tanning. No infection. 
Perfect healing. 
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scrub the burned area and surrounding skin with 
a soft brush, using tincture of green soap, fol- 
lowed by alcohol and ether. Ether is especially 
indicated as a fat solvent, where ointments have 
been previously applied. 


Large doses of morphin may be used in cases 
in which inhalation anesthetics are contraindicated. 
Ether is used with infants. 


Cleansing should be accomplished as quickly as 
possible to avoid additional shock from exposure 
and prolonged anesthesia. 


We have observed no ill effects from this pro- 
cedure, and we feel that it is largely responsible 
for a lessened morbidity, especially in cases where 
tannic acid is to be used. 


After the wound is thoroughly cleansed, a 
freshly prepared solution of tannic acid is applied 
in a manner best suited to the individual case. In 
most cases we apply it in the form of wet com- 
presses. Portions of the body which are usually 
difficult to tan, as in burns of the hands, feet, 
buttocks and groin, the affected part, or the entire 
trunk and extremities may be immersed in tannic 
acid solution. 


As soon as the burned area is thoroughly 
tanned, usually in twelve to twenty-four hours, the 


Fig. 3.—Case No. G 1351. 


G. D. Twenty-five days after 
applying tannic. 


No infection. 


patient is placed under a crib, kept warm by elec- 
tric bulbs, between sterile sheets, and the area 
thoroughly dried. 

In 60 per cent of the cases, this method of treat- 
ment is ideal, the patient being comfortable and 
free from all disagreeable symptoms; and as the 
coagulum gradually separates, a process requiring 
two to four weeks, we find that healing is nearly 
complete. 

INFECTION COMPLICATIONS 


Unfortunately, however, in about 30 per cent 
of such cases, signs of infection or of deep necro- 
sis appear. In the infected cases of our series 
during the past year, symptoms did not become 
manifest until from two to four weeks after the 
burn, which fact leads us to believe that in many 
instances the infective organism gained entrance 
at the margins of the coagulum, where late bled 
formation often results in small exposed areas 0! 
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Fig. 4.—Baby K. 


Infected case 12 days after tannic was 
applied. 


Note pus oozing from surface. 


raw surface. During the past year it is our custom 
to paint the coagulum margins daily with one per 
cent gentian-violet solution, with the result that 
only six cases have become infected out of thirty- 
one treated with tannic acid. These uninfected 
cases are free from all systemic symptoms, being 
afebrile until ready for discharge. 


As soon as infection, or signs of deep necrosis 
become manifest, adequate drainage is secured 
immediately by removing all of the overlying 
coagulum, together with necrotic areas, that have 
begun to separate. A general anesthetic may be 
required. 

After removal of the coagulum, treatment di- 
rected against the infection is begun at once, the 
method of treatment depending upon the indi- 
vidual case, and often varied from day to day, as 
the occasion demands. Constant daily observa- 
tions are necessary to meet the problems which 
so frequently arise. 

Hypertonic saline compresses, as advocated by 
Blair, are effective in hastening sloughing, and 
in preparing the wound for the earlier applica- 


Fig. 5.—Case No. F 5680. Infected—removal of coagulum 
under anesthesia. , 
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tion of skin grafts. Dakin’s solution, magnesium 
sulphate, mirthiolate 1/5000, 1 per cent gentian 
violet, 2 per cent mercurochrome, and 1 per cent 
carbolic in glycerin, have all been used with bene- 
ficial results. Dilute acetic acid is used upon 
wounds infected with the Bacillus pyocyaneus. 

Low grade, chronic infections frequently show 
a marked improvement, following short daily ex- 
posures to ultra-violet rays. We have noted, how- 
ever, an apparent increase in keloid growth in 
many of our children who were receiving ultra- 
violet. But our experience is too limited for any 
definite conclusions. 

The occurrence of severe infections, in many 
of our earlier cases which were tanned without 
the preliminary cleansing, has led us to the belief 
that unless the wound has been thoroughly cleaned, 
tannic acid has very few advantages to offer. 


SUMMARY 


To summarize the chief factors which we feel 
are responsible for a lessened mortality and 
morbidity, and an improvement in our manage- 
ment of this type of case, we list: 

1. The treatment of burns is a surgical problem 
and should be regarded as such. 


2. Timely and adequate treatment of shock and 
toxemia. 


Fig 6.—Case No. J. R. H. Serious case of infection fol- 
lowing application of tannic acid without preliminary 
cleansing. 


3. Recent burns should be treated as infected 
wounds and thoroughly cleansed before tanning. 

4. Asepsis maintained during and after tanning. 
Seal margins of coagulum with gentian violet. 

5. Immediate removal of coagulum overlying 
areas of infection. 

6. Daily observation and individual treatment 
essential in successful management of a compli- 
cated burn case. 

The results obtained in the past eighteen months, 
during which time this plan of treatment has been 
used exclusively, have been gratifying to all con- 
cerned, and more satisfactory than those obtained 
by any previous method which we have used. 

400 Twenty-ninth Street. 


DISCUSSION 


C. A. Duxrs, M.D. (426 Seventeenth Street, Oak- 
land).—I have been acquainted with the work on burns 
that Doctor Weaver has been doing at the Alameda 
County Hospital, and approve, in general, of his treat- 
ment. He has spent considerable time in studying 
shock, and I believe has improved that phase of the 
treatment. 
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Those of us who have gone through the forms of 
treatment of burns from the time of the Carron oil 
and the various modifications of the applications of 
wax, appreciate very much the more simplified treat- 
ment by tannic acid. I am glad that the author has 
given considerable leeway in this tannic application 
to burned areas, because I believe that there are many 
ways of doing it, and that the manner should be indi- 
vidual. Again, the giving of an anesthetic in severely 
burned patients, and treating the wounds in a surgical 
manner by thoroughly scrubbing and cleansing, after 
that applying the tannic acid in the way best adapted 
to the case, is a great advance. Emphasis, however, 
should be placed upon the complete tanning of the 
burned areas. 

*& 


Epmunp Butter, M. D. (490 Post Street, San Fran- 
cisco)—The tannic acid treatment of burns is un- 
doubtedly the greatest single practical advance made 
in the management of this most distressing condition. 
The mortality resulting from burns of infants has been 
greatly reduced. The comfort of all patients has been 
definitely increased. I fear that those who have been 
disappointed with their results, following the use of 
tannic acid, have depended too much on the reputa- 
tion of tannic acid, and not upon daily detailed care 
dictated by sound aseptic surgical principles. As 
Doctor Weaver has stated, the best results are had 
when nurses and house officers have been carefully 
instructed as to details. 

Doctor Weaver rightfully stressed the proper cleans- 
ing of the burned areas before instituting the tannic 
acid treatment, and particularly is this step necessary 
when ointments, or oily liquids have been the primary 
dressing. 

The tanned necrotic tissue must be considered as a 
protective dressing. As long as the wound remains 
sterile, the tanned slough is an ideal dressing. Every 
effort must be made to keep the slough aseptic. The 
painting of the margins of the tanned slough with 
gentian violet solution, as described by the author, is 
most important. Some surgeons remove the tanned 
necrotic tissue at the end of two weeks, and graft im- 
mediately or as soon as granulations appear in third- 
degree burns, and this procedure seems to shorten the 
time in the hospitals. Others wait for necrotic tissue 
to separate and then graft the granulating ulcer. 

Davidson, in 1926, definitely proved that it is far 
better to irrigate or wash with water parts exposed 
to acids, or to alkalis, rather than to neutralize. The 
process of neutralization liberates energy which causes 
a further destruction of tissue other than that caused 
by the acid or the alkali. 


Joun Homer Wootsety, M. D. (Woodland Clinic, 
Woodland).—Burns are always of an emergency na- 
ture, and standardization of treatment tempered by 
experience and study is essential if one is to avoid 
delay and miscarriage of proper care. Advance in 
medicine is, as a rule, by an intensive study; and so 
Doctor Weaver and his associates are to be com- 
mended upon this special group study and standardi- 
zation. 

Two aspects of burns have 
clinic: the initial stage, 
that of toxemia. 

Underhill has called our attention to what occurs 
in the shock period with such lesions as burns—an 
interference with the function of the capillary endo- 
thelium, then a loss of fluid from the blood stream 
into the injured tissues, giving a local edema and an 
increased viscosity of the blood, and resulting in turn 
in a failing circulation and oxygen starvation of the 
tissues. The degree of injury is somewhat shown by 
the hemoglobin estimation, especially in a severe burn. 
rhe treatment is primarily fluids with regard to the 
salts, and must be given in proportionately large 
amounts, using in the severe cases the hemoglobin 
estimation as an index for treatment. For example, 
in a patient burned over 70 per cent of the body, 


interested us at our 
that of shock, and the second, 
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where her hemoglobin was-125 per cent, she 
a severe degree of shock. After twenty-four h 
treatment, during which she was given ten and one- 
half liters of fluids, her hemoglobin reached 85 per 
cent, and she became mentally clear, and her general 
condition was good. A second patient burned 
40 per cent of his body surface, who had a hemoglobin 
of 115 per cent, and was in severe shock, was given 
in the first twenty-four hours eight and one-half | liters 
of fluid, when his hemoglobin reached 90 per cent and 
his general condition became good. We are impressed 
with the fact that far greater amounts of fluids should 
be used at times, and the continuous intravenou 
method of introduction by cannula should be emp 
in such instances. 

The second stage, or that of toxemia, which begins 
in thirty-six to forty-eight hours after a burn, has | 
due, we believe, to the absorption of broken-d 
protein material; but with the reports of Firor and 
now related experience of Doctor Weaver, we 
have to direct more attention to the infection as 
Doctor Weaver’s contribution as to the creepi 
of infection at the margin is excellent, and we have 
adopted his ideas in regard to this, but have not ; 
yet had sufficient experience to report thereon. 


Was in 
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Doctor Weaver (Closing).—The use of the hemo- 
globin estimation, as suggested by Doctor Woolsey, 
as a control index for the administration of fluids, 
should assist materially in the management of this 
type of case. We should, however, bear in mind that 
occasional cases occur that do not show the rise in 
hemoglobin which we are led to expect. 

Statements are frequently seen in the literature to 
the effect that burns are primarily sterile wounds 
This is not true. We have recently made cultures of 
freshly burned surfaces, and find essentially the same 
bacteria present that are to be found upon the un- 
burned skin. One patient gave us repeated cultures 
of B. welchi. 

To cover these surfaces with oils, ointments, wax 
or anything which will obstruct drainage, is contrary 
to the teaching of good surgery. Tannic acid is, like- 
wise, contraindicated in cases which cannot be ren- 
dered reasonably aseptic by a thorough cleansing 
When infection cannot be eliminated, we should rely 
upon carefully chosen antiseptics and compresses to 
facilitate drainage. 

I wish to thank Doctors Dukes, Woolsey, and Butler 
for the interest which they have expressed by their 
discussions; and also Dr. Theodore Schwarz, assist- 
ant superintendent of the Alameda County Hospital. 
whose interest and codperation in the preparation of 
photographs and slides have made this work possible. 


HYPERTENSION—THE ROLE OF 
INFECTIONS THEREIN* 


By.Joun T. Kine, Jr. 
Baltimore, Maryland 


mt 
HYPERTENSION OF 


ABLE 2 shows the same two hundred cases, 

divided into a younger and an older group. It 
seems fair to assume, from clinical experience, 
that hypertension of elderly individuals is due to 
a more or less normal, or physiologic, process. 
In other words, it represents one of the forms 0 
senility. With this group we are not especia ily 


ELDERLY INDIVIDUALS 


* From the Medical Clinic, School of Medicine, The . 


Hopkins University; being part of the aay E. 
Memorial Lecture deliv ered at Pasadena, April 9, 19: 


+ Part I of this paper was printed in the September 
CALIFORNIA AND WESTERN MEDICINE, page 145. 
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TAaBLe 2.—H ypertension, 





Under Age 50 
71 Cases 
No. Per Cent 





60.5 | 
= 
Present 


Rheumatic fever and rheumatic heart dis- 
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Two Hundred Cases 


===. = 


Over Age 50 
129 Cases 
No. Per Cent 


POmtIVe NIMOY ..scnnsensss sss 


7. OO As ur 





Present infection 


Rheumatic fever and rheumatic heart dis- 





Entirely normal 


concerned, though it furnishes an interesting basis 
for comparison. Evans’*® concept that premature 
hypertension is essentially due to a hastening of 
pathologic processes that may occur normally with 
advancing years, would probably meet the ap- 
proval of most pathologists and clinicians. We 
are concerned with the question whether excessive 
tonsil infections play any part in this hastening 
process. It will be seen at a glance that the inci- 
dence of such infections is substantially higher 
in the younger group than in the older. The inci- 
dence of normal history and examination is little 


TasLe 3.—Cancer, Two Hundred Cases 





Per Cent 
Positive history .............. si 40.5 
A eS eee cores 


Present infection 





Rheumatic fever and 
rheumatic heart dis- 


more than half as common in the younger group 
as in the older. The incidence of rheumatic infec- 
tion also is higher, but perhaps not sufficiently so 
to be significant. 

Some 178 of the 200 cases of hypertension were 
instances of “essential hypertension’; of the re- 
maining twenty-two, seventeen showed sufficient 
renal involvement to be considered cases of vascu- 
lar nephritis, five were listed as “chronic neph- 
ritis.” Of three cases coming to autopsy, two 
showed vascular renal lesions, while one was a 
case of true chronic glomerulonephritis. This last 
case remains in the tabulations. 


Table 4.—Tuberculosis, Two Hundred Cases 


Per Cent 
51.0 


24.5 


Positive history ................. 


Rheumatic fever and 
rheumatic heart dis- 
ease 


Entirely normal 


Entirely normal 


PROBLEMS OF CONTROLS 


The matter of controls was not easily solved. 
Here cases from the surgical service would be 
ideal except for reasons given above. First, an- 
alysis was made of two hundred patients with 
cancer. Table 3 shows that the incidence of throat 
infections in this group is low. It is strikingly 
similar to the analysis of older hypertensive pa- 
tients in all departments. The chief doubt about 
the use of cancer patients as control cases lies in 
the fact that some observers have thought that 
cancer patients, as a rule, give a history of rela- 
tive freedom from upper respiratory tract in- 
fections.* One consideration in the selection of 
cancer patients as controls was that they include 
for the most part individuals of middle or late 
life. It is possible that criteria for tonsillectomy, 
or the frequency of this operation, vary from time 
to time; hence it seems desirable to draw control 
cases from both late and early adult life. 

For the next control group, two hundred cases 
of tuberculosis were selected; this group insures 
the inclusion of individuals of younger ages. On 
the other hand, throat infections are probably 
higher among patients with tuberculosis than in 
the general population; tubercle of the tonsil is 


Tas_e 5.—Syphilis, Two Hundred Cases 


—— = iia = 


No. Per Cent 


v0.0 





ee. BE Bs ws 18.0 


| 
Positive. history. ...............| 
| 


Present infection 





History of rheumatic 
fever and growing 





Entirely normal 


by no means rare. At any rate, the evidence of 
past and present tonsil infection is rather high in 
this group (Table 4). 

Not feeling satisfied with these two groups of 
control cases, it was decided to study the incidence 
of throat infection in still another type of disease. 
For this purpose the histories of two hundred 
syphilitic patients were analyzed. This group is 
necessarily derived largely from patients in the 
lower social strata, hence from those in poor sur- 


t Verbal communication from Dr. George Draper, New 
York City. 
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TasLe 6.—Throat Infections in Various Conditions 





Positive 
History 


Hypertension (patients under 50) 


Rheumatic Fever 
and Rheumatic 
Heart Disease 


Present 
Infection 


Entire] 
Norma! 








Syphilis 





Tuberculosis 





Hypertension (patients over 50) 





Cancer 


roundings and of poor habits of hygiene. Care 
was taken to select patients from the white 
and black races in the same proportion as in the 
hypertension group. The incidence in this group 
(Table 5) is intermediate, between that of the 
young hypertension cases on the one hand, and 
the older hypertension cases and cancer cases on 
the other. 

In Table 6 all these groups are tabulated, while 
in Table 7 the control cases (six hundred in all) 
are thrown together. It is clear that the incidence 
of tonsil infection, judged by various criteria, is 
higher in the group of young hypertensive patients 
than in any one of the control groups, and that 
this incidence is also substantially higher than in 
the large group of six hundred control cases. 

In selecting cases of syphilis, cancer and tuber- 
culosis for purposes of comparison with the group 
of young hypertensive patients, I have attempted 
to demonstrate the incidence of throat infections 
in a large group of individuals suffering from 
diseases which are probably independent of the 
condition of the throat. The figures thus obtained 
probably represent the liability of a cross section 
of the general populace to such infections; if 
patients with cancer are less liable to throat in- 
fections, this factor is, perhaps, more than bal- 
anced by the higher incidence in tuberculosis 
patients. 

Thus, the six hundred cases may 
upon as reasonably reliable controls of a “nega- 
tive” nature. It has seemed desirable to make a 
further comparison—this time of the incidence of 
throat infections in early hypertension, with that 
found in conditions known to be intimately re- 
lated to such infections. For this group of “posi- 
tive” controls, 150 patients admitted for either 
rheumatic fever or mitral stenosis, or both, were 
selected. Table 8 shows the analysis of tonsil in- 
fections in the group of cases with rheumatic 
infection, while Table 9 shows the comparison 


looked 


TABLE 


between this group and the group of young 
hypertensive patients. The most striking differ 
ence between the two lies in the incidence 
“present infection”; it seems only fair to state 
that some consideration should be taken of the 
fact that the existence of mitral valve disease, 
or of rheumatic fever, naturally prejudices an 
examiner against normality of the tonsils. On 
the other hand, search for foci of infection in 
hypertension is frequently very careful. The final 
comparison of “entirely normal” cases shows a 
difference of 11.2 per cent in favor of the inci- 
dence of infections in rheumatic disease. 


Now, if the group of younger hy pertensives i is 
compared, on the one hand, with 600 “negative” 
control cases, and, on the other hand, with 150 
cases of rheumatic infection, it appears that the 
incidence of throat infections in dp sos il a 
patients under fifty years of age is about midw 
between the two groups. 


STANDARDS OF SYSTOLIC PRESSURE USED 


It was stated earlier that a standard of 140 
millimeters of mercury systolic pressure was se- 
lected as the lower limit for the diagnosis of 
hypertension in half the 200 cases studied, while 
150 was selected for the other half. As age was 
not considered, these standards were probably 
somewhat too low. For a final study, a group was 
taken which consisted entirely of patients, less 
than fifty years of age, who had a systolic pressure 
of 170 millimeters or more. Table 10 shows the 
result of this analysis. If these figures are com 
pared with Table 2, the first column of which is 
composed of patients with pressure of 140 or 150 
millimeters who are also under fifty years of age, 
no great difference is observed. In other words 
the incidence of throat infection in the patient 
with systolic pressure over 170 millimeters is 
maghly the same as that of the group for w! icl 
140 or 150 millimeters was the minimum level. 


S 


7.—Cases of Hypertension Under Fifty Years (Seventy-one Cases) and Six Hundred Controls (Tuberci- 


losis, Cancer, Syphilis) 


Percentage 





Positive 
History 


Hypertension 60.5 


Controls 


and A. 


Rheumatic Fever 
and Rheumatic 
Heart Disease 


Present 


Entirel) 
Infection 


Normal 


| 
9.8 14.0 | 
| | 
11.8 10.3 

| 
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TABLE 8.—Rheumatic Fever—One Hundred and Fifty 
Cases 


Per Cent 





70.6 





36.0 


Present infection 

Rheumatic fever and 
growing pains 
(history) 


39.3 





Entirely normal 


It should be noted, however, that the incidence 
of “nephritis” was strikingly higher in the group 
which included only cases of higher pressures. Of 
one hundred cases analyzed in Table 10, thirty- 
seven had sufficient evidence to warrant a diag- 
nosis of “vascular nephritis,” while in the group 
with lower standards of pressure only twenty-two 
of two hundred (11 per cent) were so classified. Of 
the thirty-seven cases of “nephritis” in Table 10, 
twelve came to necropsy: all save one showed 


HYPERTENSION—KING, JR. 


229 


age of this group may bear some relation to the 
relatively high incidence of throat infections. This 
is not the whole story, however, as Dr. S. J. Crowe 
tells me that three or four per cent of all tonsils 
removed at this hospital contain tubercle. Such 
an incidence of tubercle of the tonsils would raise 
the incidence of diseased tonsils among patients 
with tuberculosis substantially. It is, however, of 
importance that in spite of the considerations of 
age, and the fact that the throat is involved in 
certain cases of tuberculosis, it remains true that 
the patients with hypertension under fifty years 
of age still showed a somewhat higher incidence of 
throat infection. Perhaps the group of negative 
controls that was least open to suspicion was the 
group of syphilitic patients. The average age of 
these patients was 38.08 years. The average age 
of the seventy-one younger hypertensives shown 
in Table 1 was 38.74 years, while the average age 
of the one hundred cases of hypertensives under 
fifty years of age, with a systolic blood pressure 
of 170 or over, was 40.32 years. There is no ap- 
parent reason why the syphilitic group should not 
be a fair control of a negative nature. 


TABLE 9.—Rheumatic Fever (One Hundred and Fifty Cases) and Hypertension Under Age Fifty (Seventy-one 
Cases) 











Percentage 





Positive 
History 


| 
Rheumatic fever ................. = 70.6 


Hypertension 


(patients under cat 
tenet mom | 60.5 


arteriolar disease, and were classified as “arterio- 
sclerotic nephritis,” “arteriolosclerotic nephritis,” 
or “arteriolosclerosis.” The one exception con- 
sisted of a case of a peculiar form of chronic 
glomerulonephritis, in which damage to the arteri- 
oles, while present, was not a striking feature. 


AVERAGE AGES OF THE VARIOUS GROUPS 


Finally, consideration must be taken of the 
average ages of the various groups of cases. The 
average age of those individuals over fifty years 
with hypertension was 61.57 years, while the aver- 
age age of the cancer patients was 53.58 years. 
It is of some interest that these two oldest groups 
of patients had the smallest incidence of throat 
infection. Several factors may have played a part. 
The patients may have forgotten such infections 
as occurred in childhood and early adult life. 
Tonsillectomy was probably done less commonly 
when these two groups of patients were young. 
Moreover, there is a tendency for tonsils to atro- 
phy with advancing years. However, it is also 
possible that these two groups of patients have 
reached the upper decades of life by reason of 
their freedom from serious throat infections, rheu- 
matic fever, and the complications of these con- 
ditions. In the group of tuberculosis cases, the 
average age was the least—31.34 years—while 
the incidence of throat infections was higher than 
i any other of the negative control groups. The 


fs 
| 
| 


Rheumatic Fever | 
and Rheumatic 
Heart Disease 


Present 


Entirely 
Infection 


Normal 


39.3 38.6 


| 
| 
| 
9.8 14.0 | 


SUMMARY 


1. The incidence of infected tonsils was studied 
from the records of two hundred cases of hyper- 
tension. 

2. These cases were divided into those of pa- 
tients who were less than fifty years of age, and 
those who were more. 

3. Comparison of the incidence of infection in 
the groups of younger and older patients with 
hypertension was made with the incidence among 
600 “control” cases (200 cases of cancer, 200 of 
tuberculosis, 200 of syphilis). 

4. Comparison was also made between the inci- 
dence of infections in younger patients with hyper- 
tension, and patients who had evidence of past or 
present infection with rheumatic fever. 


TasLe 10.—Hypertension—One Hundred Cases 
Age: Under Fifty Years—B. P. 170 (S) and Over 


—= == a = = <= = 


Per Cent 


Positive history 68.0 


T. and A. 24.0 


Present infection 28.0 


History of rheumatic 
fever and growing 
pains . 14.0 


21.0° 


Entirely normal 
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CONCLUSIONS 

1. The incidence of tonsil infection in elderly 
patients with hypertension is not higher than that 
of a cross section of the hospital population. 
Hence, there is no evidence that throat infections 
are concerned with the etiology of the hyper- 
tension of age. 

Tonsil infections are substantially more 
common among younger patients with hyper- 
tension than among the elderly patients with the 
same condition. The younger group also shows 
a higher incidence than is found among six hun- 
dred cases of tuberculosis, cancer, and syphilis. 

3. Tonsillitis occurs more often among younger 
patients with hypertension than is the case in the 
“negative controls.” 

4. The incidence of tonsil infection in pre- 
mature hypertension is about midway between the 
incidence found in “negative controls” (tubercu- 
losis, cancer, syphilis), and that found in the 
“positive controls” (cases of infection with rheu- 
matic fever). 

Evidence of a nature similar to the ob- 
servations that have linked throat infections with 
rheumatic fever shows that tonsil infections are 
probably concerned in the etiology of certain cases 
of premature hypertension. 

Johns Hopkins Hospital. 
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ROENTGENOTHERAPY OF SUPERFICIAL 
MALIGNANCIES* 


By H. J. Uttmann, M.D. 
Santa Barbara 


Discussion by Louis F. X. Wilhelm, M.D., Los A 
les; L. R. Taussig, M.D., San Francisco. 


O far as the cure alone of cancer is conside1 ved, 

any method that will result in its complete an 
permanent removal is legitimate. There are, 4g 
ever, in the commoner forms of superficial cancer 
at least, other factors to be considered—cosmetic 
or amount of scarring, pain and discomfort, and 
loss of time. Cancer pastes, or as Doctor Ewing 
has called them, the chemical cautery, will cure a 
large group of the earlier skin epitheliomata, if 
used extensively enough and with sufficient bru- 
tality. The pain and especially the scarring, ii 
properly used to produce a high percentage of 
cures, is tremendous; so that today when a hot 
iron is available to any practitioner, even in the 
farthest backwood, the use of caustic pastes as a 
routine method is inexcusable. 

The cautery, electric, high frequency or the 
ordinary soldering iron is effective, but again in 
all but a few selected cases results in marked 
scarring, except in very small superficial lesions. 
Adequate surgical removal of face, lip and ear 
lesions is subject to the same criticism, 
and deformity. 


scarring 


ADVANTAGES OF RADIATION 


There is no question, however, that in certain 
locations adequate surgical removal is the method 
of choice when all possible factors are considered. 
There is no time to discuss these factors except 
to note that the percentage of such lesions in t 
total number to be treated is very small. Radia 
tion (the roentgen ray and radium), properly used 
offers by far to the largest proportion of all su 
ficial malignancies a method of treatment resul 
ing in as high, or a higher percentage of cures 
all cases seen than any known procedure. In addi 
tion, with the exception of very small early lesions, 
the scarring and deformity, pain and discomi 
are infinitely less. Therefore, because with a1 
equal or better percentage of cures in the majority 
of cases there is less scarring and deformity or 


* Read before the Radiology 


Section of the California 
sixty-third annual 1, 
1934. 


Medical Association at the 
Riverside, April 30 to May 3, 
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Fig. 1.—Example of curative roentgen therapy. 


discomfort, I prefer to use radiation in the treat- 
ment of these lesions. I do not hesitate, however, 
to use excision or the cautery when, in my judg- 
ment, they are indicated. I hold no brief for the 
roentgen ray in preference to radium. An ade- 
quate amount of radium, skilfully used, will pro- 
duce results equivalent in every respect to the 
roentgen ray; and there are cases where, because 
of the configuration of the lesion or part of the 
body or certain other conditions, radium becomes 
absolutely essential. 

We must not forget that, as with all other forms 
of malignancy, patients will be found with their 
cancer so advanced that a cure cannot be hoped 
ior. We must also not forget that these superficial 
malignancies may respond to palliative treatment, 


just as the others do, and that a few may, much 
to our surprise, be cured. No matter how hope- 
less, it is always worth while to attempt some- 
thing, provided—and this is important—a method 
or technique is chosen for that particular case. 
With these no attempt at a massive, cauterizing, 
or curative dose must be made. No rules can be 
laid down, but the experienced radiation therapist 
will be well rewarded for his thought and effort 
if he is willing to accept such patients with the 
understanding that he will only do his best to 
relieve rather than cure. 


RADIATION DOSAGE 


It is absolutely necessary to give adequate radia- 
tion dosage, carefully controlled, to obtain results 


Fig. 2.—Example of palliative roentgen therapy. 
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comparable to those obtained with the cautery or 
excision. In my early experience, I used the old 
standard fractional method because of a fear of 
permanent tissue damage. The results were not 
as good as by other methods, as many have found, 
and I turned more and more to radium. Definite 
difficulties were met in this procedure, especially 
the tying-up of a quantity of radium for an appre- 
ciable time with increased cost to the patient, and 
its necessary handling with resultant exposure of 
the operator to its radiation. 


In 1926, following a visit to Doctor Martin in 
Dallas, Texas, I became convinced that large 
cauterizing doses of unfiltered roentgen rays could 
be given safely to areas of considerable size, and 
that the resultant effect on the cancer was highly 
satisfactory. Since then my technique has changed 
only toward both more intensive and higher total 
dosage. My present average dose of unfiltered 
roentgen radiation, with an effective wave length 
of 0.6 A, for all surface malignancies is from 
1,700 to 2,000 r for the first, followed by two 
more of 1,250 to 1,500 r each at forty-eight- 
hour intervals. This is measured in air for all 
areas of approximately four square centimeters 
or less, and on the skin or total skin dose for 
larger ones. I have given such treatment to areas 
as large as twenty square centimeters with very 
slight scarring. It is necessary, however, that the 
radiation output be carefully measured and con- 
trolled by ionization measurements. A difference 
of 40 per cent may be found between different 
equipments operating at the same meter readings, 
and the same machine may vary from time to time. 


The opinions just expressed are based on the 
experience obtained in treating more than 550 skin 
and lip cancers from 1921 to 1934, and are those 
of today. I am prepared to change, or even reverse 
them at any time in the light of further knowledge. 


SUMMARY 


1. Reasons for preferring roentgenotherapy to 
other methods in the treatment of the majority of 
superficial malignancies are given. 

2. Value of palliative treatment for advanced 
and hopeless cases, and necessity of special tech- 
nique for each case are noted. 


3. Principles of author’s technique are given for 
the average type. 
1520 Chapala Street. 


DISCUSSION 


Louis F. X. Wituetm, M. D. (410 California Medi- 
cal Building, Los Angeles).— We are indebted to 
Doctor Ullmann for the clear-cut presentation of his 
paper on the x-ray treatment of superficial malig- 
nancies. The pictures, showing the original condition 
and the result following his treatment, make it even 
more convincing. We must remember, however, that 
Doctor Ullmann has spent his life in this work, and 
that his results follow years of careful study and 
observation combined with the development of an 
individual technique. 


In treating superficial malignancies, we have one 
objective—that is, the complete eradication of every 
cell constituting the growth. Different men use dif- 
ferent methods and develop individual techniques. 
Different types of malignancies often require a varia- 
tion in method, or even an entirely different method. 
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My own favorite way of removing superficial malig- 
nancies is based on the method of my old preceptor, 
the late Dr. John A. Fordyce, of New York. It con- 
sists in thorough curettage of the lesion, followed by 
electrodesiccation; and, in deeper lesions, the post- 
cautery is employed. This is followed by intensive, 
unfiltered radiation in the same manner as that de- 
scribed by Doctor Ullmann. 


I wish to emphasize again that, regardless of the 
method employed, the important thing to bear in 
mind is the necessity of removing every cell that is 
part of the malignant growth. While it is desirable 
to obtain the best possible cosmetic result, I believe 
a good rule to follow is that the more malignant the 
growth, the less important the scar. In other words, 
the degree of malignancy determines the radicalness, 


or the amount of destruction necessary in a given 
case. 


As emphasized in my paper before the Section on 
Dermatology and Syphilology, it is most important 
that we diagnose correctly the lesion on the skin be- 
fore treatment is instituted. Gummas, sarcoids, lupus 
vulgaris, granuloma annulare, and other nonmalignant 
lesions of the skin often require considerable diag- 
nostic acumen to differentiate them from malignan- 
cies. Their treatment, of course, is entirely different 
from the treatment of a malignancy of the skin. 


& 


L. R. Taussic, M. D. (384 Post Street, San Fran- 
cisco).—A high percentage of permanent cures may 
be obtained in the treatment of superficial malignan- 
cies by any one of several methods: the important 
feature is the complete destruction of the neoplastic 
tissue. Radiation is one method which has proved 
its value, but it has certain very definite shortcomings. 
In the first place, the atrophic radiodermatitis that 
occurs following radiation therapy may be quite dis- 
figuring, and at times even lead to the more disastrous 
kerotoses and even epithelioma. It is true that inten- 
Sive, rather than fractional therapy, decreases the 
grade of the sequelae to a considerable degree. In 
the second place, it has been my experience, and that 
of a number of other dermatologists, that when carti- 
lage is radiated intensively, healing is extremely slow. 
A third disadvantage of radiation is the fact that a 
biopsy is often not done, leaving us with no positive 
knowledge of the type of lesion cured. I have found 
that thorough curetting, followed by electrodesicca- 
tion, offers a satisfactory treatment for about 90 per 
cent of superficial epitheliomas. The treatment is 
simple, being rapidly and painlessly done under novo- 
cain anesthesia, and leaves but a moderate scar. The 
lesion heals in six weeks, with a hypertrophic scar 
which flattens out in the course of a few months. 
Radiation is reserved for the exceptional case. 


& 


Docror Uttmann (Closing).—I particularly asked 
Doctors Wilhelm and Taussig to discuss this paper 
because I was aware of our divergent views as well 
as their experience. When those who discuss a paper 
do not agree with the author in whole or in part, then 
and only then, is the full value of a discussion ob- 
tained. Of course the author or closer of the dis- 
cussions has a great advantage in having the last 
word, and I shall, naturally, take full advantage, know- 
ing that at some later time they will have the same 
opportunity. We are all agreed, I believe, that, first. 
the diagnosis must be correct and my paper was predi- 
cated on the assumption that the lesions treated were 
malignant and a biopsy was done on nearly all 
second, that whatever method is used in treating the 
lesion, it must be expected to produce a cure. If curet- 
tage, followed by cauterization, will produce as high a 
percentage of cures as is obtained by this method | 
have described, it is in every way as satisfactory, pro- 
vided (and that word carries the crux of the argu- 
ment) the cosmetic results are as good or better. O! 
course, poor cosmetic results are permissible if neces- 
sary to cure, but with radiation poor cosmetic results 
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are at the minimum if the method described is fol- 
lowed. Doctor Taussig’s fear of atrophic radioderma- 
titis is unwarranted with this method except in des- 
perate cases and, if the area of dermatitis is small, 
it can be treated surgically. Small areas quite often 
heal without a scar. Ectropion following treatment of 
lesions of the lower lid by properly controlled radi- 
ation is most unusual. It is as unfair to compare the 
poor results and injuries that follow the improper 
use of radiation with those following skillful surgical 
treatment as it is to compare the deep, puckered scars, 
ectropions, and other deformities so often seen after 
unskillful surgical treatment with those obtained by 
properly applied irradiation. I do not see why the use 
of radiation should preclude biopsy, and if omitted 
the radiologist or dermatologist should be criticized 
instead of the method. It is true that cartilage heals 
slowly after heavy radiation, but the physician must 
weigh the advantage or disadvantage of each method 
as applied to that particular case. I have treated many 
ears by radiation when the cartilage was involved with 
excellent results, but there have also been instances 
where I have chosen the cautery. I want to emphasize 
that I do not limit myself to radiation, but choose 
the method which in that particular case will first 
cure the cancer and, second, but second only, produce 
the least deformity. The reason for using the time- 
honored method of curettage and desiccation followed 
by radiation, described by Doctor Wilhelm, has always 
puzzled me. Why, if the radiation is given to destroy 
the cancer left after the preliminary treatment, should 
it not be used in the first place? The argument that 
cells at the short depth involved in these lesions would 
not be reached unless the upper ones were removed 
does not apply if the proper effective wavelength and 
dose is used. This is well known to all radiologists. 
I want to remind the discussers before closing that 
this method is not mine alone, nor did I originate it. 
It is used throughout the world, and reports from 
many cancer centers show results such as I have 
described. 


In closing let me again repeat that I hold no brief 
for any particular method, that I am not limited to 
radiation in treating these superficial malignancies, 
and that I use radiation in the majority of these cases 
because, first, its percentage of cures is as high as by 
any other and, second, that as a rule, except in very 
small lesions, the cosmetic results are superior. 


UNDULANT FEVER* 


By Joun C. Ruppock, M. D. 
Los Angeles 


Discussion by K. F. Meyer, Ph. D., San Francisco; C. W. 


Bonynge, M.D., Los Angeles; J. C. Geiger, M.D., San 
Francisco. 


OR centuries an obscure fever has been known 

to exist about the shores of the Mediterranean 
Sea. Hippocrates records observations leading us 
to believe that undulant fever existed in his time. 
He describes protracted fevers, lasting for many 
months, some with rhythmically recurring pyrexi- 
cal waves that easily suggest the term “undulant.” 
We cannot prove that the disease thus pictured 
is the same as the one that now engages our 
attention, for it was only in 1859 that Marston 
gave the full and minute description that makes 
identification possible. This keen observer, sta- 
tioned at Malta, had the opportunity to study 
many instances of a disease prevailing on the 
Island, characterized by irregular relapses and 


"Read before the General Medicine Section of the Cali- 
fornia Medical Association at the sixty-third annual 
session, Riverside, April 30 to May 3, 1934. 
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remissions of fever, splenic enlargement, and a 
low mortality; and, by differentiating it from 
typhoid and other prevalent fevers there, clearly 
established it as a distinct entity. 

Veale, in 1879, also differentiated it clearly 
from malarial fever. In 1886, Bruce isolated an 
organism from the spleen of a patient dying of the 
disease, which was later corroborated by Hughes 
in 1891, and the name micrococcus melitensis was 
given to it. 


BRITISH COMMISSION AT MALTA 


Because of the tremendous inroads made by 
this fever upon the personnel of the army and 
navy stationed at Malta, the British Government 
appointed a commission to study the disease. This 
commission made elaborate investigations from 
1904 to 1907, and reported that the fever, known 
as Malta Fever, was due to a septicemia caused 
by the micrococcus melitensis, and that 10 to 15 
per cent of the goats on the Island of Malta had 
this organism in their milk. Following this re- 
port, goat’s milk for the troops on the Island was 
prohibited, and the cases of Malta Fever dropped 
from 750 cases in 1905 to none in 1907, and has 
practically disappeared from the British garrison 
since this date. 


BACILLUS ABORTUS 


The discovery by Bang of the bacillus abortus 
as a causative agent of contagious abortion in 
cattle was an event of equal importance in a 
seemingly entirely distinct field. This disease is 
prevalent in every part of the world where cattle 
are raised, and has always been a serious economic 
problem. 


Evans, working in the Hygienic Laboratory in 
Washington, demonstrated the identity, or at least 
a very close similarity between the organism of 
contagious abortion and the organism of Malta 
Fever. They can be differentiated only by agglu- 
tination absorption tests. 


However, it was not until the report of Keefer 
that human infection from this organism was 
proved. It is now well established that the abortus 
variety of Brucella melitensis may infect human 
beings and produce a disease clinically indis- 


tinguishable from undulant fever of the Medi- 
terranean. 


BRUCELLA MELITENSIS AND BRUCELLA ABORTUS 


Many series of experiments have now been 
completed by various workers, and have proved 
that Brucella melitensis, the cause of Malta Fever, 
and Brucella abortus, which is the cause of en- 
demic abortion of cattle and hogs, are closely 
related organisms. 


Evans and Meyer classified this group of or- 
ganisms, and have succeeded in growing many 
strains which have a varied pathogenicity to hu- 
man beings. In order to correlate the knowledge 
of this disease, Meyer and Shaw proposed that 
the entire group be named Brucella in honor of 
Doctor Bruce, who isolated melitensis in 1886. 
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This name has been generally adopted, and these 
organisms are known in the literature as Brucella 
melitensis and Brucella abortus. 


INCIDENCE OF UNDULANT FEVER 


The instance and distribution of undulant fever 
in continental United States is widespread, and 
it can hardly be doubted that it occurs in every 
state in the union. However, it is noteworthy: 

1. That there are large areas in the country 
from which no cases have been reported. 

2. That there is a permanent local area of 
goat infection in Texas, which has existed for at 
least forty years. 

3. That the extent of infection in those states 
from which the disease is reported varies greatly. 

4. That in heavily infected states, such as Iowa 
or New York, the disease is widely disseminated 
and occurs both in the country districts and in 
large cities. 

5. That, although epidemics are uncommon, 


we notice widespread outbreaks in Iowa, New 
York and Michigan. 

Foci connected with the goat-raising industry 
have been known for many years in certain parts 
of Arizona and New Mexico, and it is to be 
expected that undulant fever of caprine origin 
will be found wherever goat raising is a prominent 
industry. It is clear that in most infected states 
the disease is entirely independent of the goat 
raising industry, and we may place in the category 
of proven cases those occupational ones of por- 
cine origin, which occur among slaughter house 


employees, and laboratory infections among bac- 
teriologists. 


From an epidemiological viewpoint, it is those 
cases which are now quite generally assumed to 
be due to cow’s milk infected with the Brucella 
abortus type of organism which should claim our 
attention. 


As has been stated, there are two groups of 
cases concerning the origin of which no doubt 
exists: 

1. The group associated with the goat raising 
industry ; 

2. The occupational groups of porcine or lab- 
oratory origin. 

It has been generally assumed that cases not 
of these origins are due to the transmission, 
through cow’s milk, of the abortus type of Bru- 
cella, originally described by Bang of Copenhagen, 
and referred to in older literature as the Brucella 
abortus of Bang. Decisive proof, however, that 
the milk of cattle suffering from contagious abor- 
tion can transmit undulant fever to man is, in 
many instances, lacking. Some of these facts are 
as follows: 

1. Contagious abortion among cattle is a disease 
which is widespread throughout many parts of 
this country. 


2. Undulant fever is least common among those 


members of the community who drink the largest 
amount of milk, namely children. 
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3. Actual experiments of feeding healthy indi- 
viduals with milk known to be infected with 
bovine Brucella abortus have been made with 
negative results. 

4. It is easy to prove that an individual js 
infected with an organism of the Brucella group, 
but it is much more difficult to decide which par- 
ticular member of the group is responsible. _ 


PATHOGENICITY OF DIFFERENT TYPES 


There is no question as to the pathogenicity of 
the caprine type. The difficulty lies in distinguish- 
ing the bovine from the porcine type. Such evi- 
dence as exists at the present time regarding the 
pathogenicity for man of the bovine or porcine 
type of Brucella abortus suggests very strongly 
that the porcine type is responsible even in those 
cases which appear to be transmitted by cow’s 
milk. We must conclude that there has not been 
sufficient study of the origin of undulant fever to 
enable us to reach a definite decision as to the 
source of the infecting organism, although exist- 
ing evidence points towards the porcine type 
rather than the bovine. ’ 

This does not eliminate cow’s milk as a source 
of infection, for the reason that cattle, as well as 
man, may be infected by the porcine type of 
Brucella abortus. There are other factors which 
must certainly be taken into consideration, such 
as the possibility that Brucella abortus of the 
bovine type may, in certain localities, have taken 
on increased pathogenicity. 


A STUDY BY THE U. S. PUBLIC HEALTH SERVICE 


A detailed study by the United States Public 
Health Service of 484 cases reported in 1930 by 
Hazeltine showed that the ratio of infections 
according to sex was three males to one female. 
It was also noted that there was a comparatively 
low incidence in young children, which rapidly 
increased in adolescence and early adult life. 
Generally speaking, only one case occurred in a 
household. Three distinct epidemiological groups 
were noted: 

1. Those having little or no contact with live- 
stock or carcasses. 

2. Those having contact with livestock, and 
carcasses in the meat packing industry. 

3. Those having contact with livestock on the 
farm. 

Hazeltine divides these cases into three groups: 

1. The milk group, 198 cases. 

2. The meat group consisted of forty packing 
house employees, two butchers, one worker in a 
rendering plant, and one employee in a plant 
manufacturing hog cholera serum. 

3. The farm group, 193 cases. 


DIFFERENTIATION OF VARIETIES 


While it is desirable that as much light as 
possible be thrown upon the differentiation o! 
varieties, it is a matter of small importance from 
the standpoint of the patient. The unfortunate 
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Fig. 1. Etiological factors of undulant fever (Hardy). 


individual finds himself ill with a continued dis- 
abling fever, no matter what strain is associated 
with his case. All varieties of Brucella give an 
agglutination reaction against a common antigen, 
and when symptoms are produced, all cases appear 
clinically identical. For the present we should 
consider the Brucella genus rather than the species 
or variety. 

All three varieties of Brucella have been isolated 
from cattle. Apparently the Suis, or porcine 
variety, is able to infect nearly all species of 
domestic animals, and the possibility of infection 
coming from unusual animal sources should not 
be overlooked in the epidemiological investigations. 

Up to the present, transmission from one hu- 
man being to another by contact appears very 
infrequently, if at all. The finding of Brucella 
in the stools of patients by Amos and Poston 
warns us that such transmission may be possible. 


Madsen reports that in Denmark seven out of 
eight pregnant women aborted, and in two of 
these Brucella abortus was found in the placenta. 


SYMPTOMS 


The key which opens the door of diagnosis is 
suspicion. Doctors have always met with obscure 
fevers: We should be suspicious that any unex- 
plained fever, especially if it assumes an undulat- 
ing type, is undulant fever, even in cases of single 
attacks of fever of apparently brief duration. 

The fever, which is the outstanding manifes- 
tation and which gives the disease its name, is 
remarkable. It has a peculiar, irregular curve 
consisting of intermittent waves, or undulations, 
of a distinctly remittent type, lasting from three 
months, the average, to two years. The undula- 


tions may be separated by apyrexical periods of 
varying length, so that relapses are common. 

Hughes describes four types: 

1. The intermittent type, with insidious onset, 
and mild course, with temperature rarely exceed- 
ing 100 degrees to 101 degrees. The symptoms 
are vague, the most prominent of which are head- 
ache, insomnia, anorexia, possibly epigastric ten- 
derness, muscle or joint pains, and sweats. The 
course is consistently mild, and rarely do any 
more striking features present themselves. 

2. The undulant type, the more common type, 
and in many respects, the most typical of what 
the name undulant fever implies. There is an 
undulating type of fever in which the elevations 
are higher, with headache, anorexia, insomnia, 
pains in the head, back and limbs, epigastric ten- 
derness, and obstinate constipation. Here, also, 
the profuse sweats, so commonly seen, occur with 
greatest frequency. 

3. The malignant type occurs with sudden onset, 
runs a stormy course and is rapidly fatal. Fortu- 
nately, this type is uncommon. Fever reaches 
high proportions, with rapid development of 
typhoid state, coma, heart failure, and death. 

4. The ambulant type in which the fever is so 
slight as to be unaccompanied by any discomfort, 
and even unrecognized until sought for by exam- 
ination of the blood for specific agglutinins. 

The incubation period is now generally agreed 
to be approximately two weeks, although it has 
been noted that laboratory and experimental in- 
fections occur in a much shorter time, usually in 
from five to seven days. 

The onset of undulant fever may be sudden or 
insidious. During this period, which varies widely, 
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the symptomatology is markedly variable. In 
some cases, clinical symptoms of an acute respira- 
tory infection, including sinusitis, preceded the 
prolonged illness; and in some, cystitis or pyelitis 
apparently first gave concern. .. . 


Unless the initial symptoms are severe, one 
usually discounts them until he realizes that, what 
at first seemed trifling, is attaining the proportions 
of a serious illness. 

Should the infection be ambulant, or the mild 
type, the patient is in most instances entirely 
unaware of the nature of his illness, and he, or 
the world, is none the wiser. However, when the 
triad commonly present in the disease—fever, 
chills, and sweats—make their appearance, the 
infection should be suspected. 


PHYSICAL FINDINGS 


A striking feature of the disease is the small 
number of objective findings. Physical examina- 
tion, aside from the high fever, prostration, furred 
tongue, sweating, may yield nothing. However, 
one may find epigastric tenderness of various 
degrees, or enlargement of the spleen. 

In a laboratory examination, the blood count 
is probably the most characteristic finding in this 
disease, in that we usually discover a relative 
leukopenia ; however, very seldom much less than 
three thousand white cells. . . . 

The diagnosis is confirmed by agglutination 
reactions in the blood, which, as previously noted, 
are positive with a common antigen for all of the 
Brucella group, and cross agglutinates with the 
causative organism of tularemia. Blood cultures 
are positive at the height of the fever, and in the 
acute stage. The organism is also excreted in the 
urine of human beings, as well as in infected 
animals, so that urine cultures should also be 
made. Amos reports positive cultures from the 
stools of patients infected with undulant fever. 


DIFFEREN 


When the nature of undulant fever is not 
known, and when it is not considered in differen- 
tial diagnosis, or when immediate complaints or 
local conditions only are considered, one can 
readily understand how many erroneous clinical 
impressions may be formed. When the physician, 
however, is armed with the facts, most of these 
possible diagnoses can immediately be dismissed. 


TIAL DIAGNOSIS 


The differential features of many of these mis- 
taken impressions may be briefly discussed: 

Typhoid and Paratyphoid Fever—rThe rapid 
onset, the dull, toxic appearance of the patient, 
the diarrhea and tympanites, the sustained tem- 
perature, absence of sweats, usually lead to a 
correct opinion, while a positive Widal, or the 
isolation of bacillus typhosis, or paratyphosis, 
establishes the diagnosis. 

Influensa—This is primarily a disease asso- 
ciated with a respiratory infection, and I can but 
advocate a less universal use of the name as an 
accepted label for all indefinite fevers. 

Tuberculosis—Laboratory tests usually readily 
settle the diagnosis, although the symptoms may 
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be so analogous to the disease as to make it a 
real problem in the differentiation. 

Malaria—tLaboratory tests, the regular, re- 
peated rigors, and a careful history usually rule 
out this disease. 

Pyogenic Septicemia—Cultural study, agglu- 
tination tests, rule out such an infection ; whereas 
the leukocytosis, with a high polymorphonuclear 
count, tend to differentiate this infection from 
undulant fever. 

Subacute Bacterial Endocarditis ——Differenti 
tion may depend wholly upon laboratory studi 
blood counts, cultures, and agglutination tests. 

Acute Rheumatic Fever —The acute onset and 
course of rheumatic fever is in striking contra 
to the insidious onset and subtle course of Brucell: 
infections. 

Tularemia.—The clinical ‘characteristics of 
usual type of this disease are so striking that tli 
diagnosis of this infection is usually made with 
ease. However, in the typhoid type, which is of 
rare occurrence, the diagnosis is only made 
agglutination tests of both Brucella and B. t 
ense, which are conclusive. 


Appendicitis and Cholecystitis—May occu 
individuals in which undulant fever agglutinati 
are positive. Therefore, a careful history, with 
a complete physical examination, supplemented by 
blood counts, are necessary where these compli 
cations are suspected. 
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Infections of the Genito-Urinary Tract.—These 
may be complications of a Brucella infection, and 
hence an agglutination should be made for undu- 
lant fever in cases where pus is found in the 
urine, associated with frequency and painful mic- 
turition, as this may be one of the uncommon 
features of Brucella infection. 


PROGNOSIS 


In infections that can be attributed to the abortus 
variety of Brucella melitensis, it is safe to give a 
fair prognosis to this type of case, as there has 
been a case fatality of less than three per cent. 
However, our prognosis must be somewhat 
guarded when our infections are known to be of 
the caprine variety of Brucella melitensis, and also 
somewhat guarded in that type of infections that 
are known to be of the porcine variety. The indi- 
vidual is ill in varying degrees, from a few weeks 
to two years. Kien 

There is no record of any type of known ther- 
apy which is specific for undulant fever. In the 
literature one finds many different specifics recom- 
mended, usually because of the uneventful re- 

covery of a few treated cases. 

Because of this, it is now possible better to 
evaluate the different therapeutic procedures rec- 
ommended. Those procedures of proven value, 
and of first importance, are rest, light diet, ade- 
quate fluids, and appropriate measures for the 
alleviation of prominent symptoms. Exercise in 
convalescence should be followed closely by tem- 
perature recordings, and so modified that eleva- 
tions of fever above 100 degrees Fahrenheit are 
prevented. 

There are many therapeutic measures of un- 
proved value, and the one most commonly rec- 
ommended is the use of specific vaccine. While 
this measure has not been used in a large number 
of cases, it has been observed that rapid recovery 
follows administration of the vaccine in cases of 
undulant fever, but it also has been noted that 
in other cases infections continued unmodified by 
the same treatment. . . 

ECONOMICS OF UN 


DULANT FEVER 


Undulant fever has begun to play a very promi- 
nent part in the economics of our country. It 


behooves us to determine in the near future 
definitely the question of its etiology. Because of 
the close relationship between the animal diseases 
and the human infections, it is assumed that 
undulant fever is an animal-borne disease. 

The economics of such a disease, which dis- 
ables an individual for a period of time from a 
few months to two years, is far-reaching. Again 
we have the economics as related to industry, and 
the production and sale of raw milk, and the in- 
spection and elimination from our herds of all 
animals giving a positive test for undulant fever. 
The fires of the unending war between the advo- 
cates of pasteurized and raw milk are caused to 
burn more brightly, because of the assumption 


that the disease is distributed by the use of raw 
milk, 
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DISCUSSION 


K. F. Meyer, Ph.D. (Hooper Foundation for Medi- 
cal Research, University of California)—In order to 
appreciate the importance of the undulant fever prob- 
lem, certain statistical data referring to the State of 
California may be of interest. During the period Janu- 
ary, 1927 to January, 1934, five hundred and ninety- 
one cases of undulant fever have been reported. Al- 
though widely distributed throughout the State, the 
ten southern counties form a solid block reporting 
four hundred and six cases, or 68.69 per cent of the 
total number observed within the boundaries of the 
State. Los Angeles City is represented with 31 per 
cent of the total. The histories of these cases are by 
no means complete, but it is noteworthy that in 50 per 
cent of the established infections no other possible 
source than raw cow’s milk is mentioned. Unfortu- 
nately, many of the clinical cases were seen late in the 
course of their illness, and consequently blood cultures 
were either not attempted or, when made, proved un- 
successful. In order to elucidate the many unknown 
pathways of a Brucella infection in an urban popula- 
tion, it is absolutely imperative that cultures be secured. 
Valuable information may thus be obtained as to the 
types of the organisms which caused the infections. 
With increasing frequency, the “suis” type of porcine 
origin has been isolated from employees of meat- 
packing establishments who contracted the disease in 
the course of their occupational duties. Equally impor- 
tant are the latent infections, particularly in the rural 
communities and among those who have contact with 
infected animals. The newer diagnostic methods— 
allergic and phagocytic index tests—materially aid in 
the recognition of these cases. Since the majority of 
undulant fever cases are diagnosed serologically, it ap- 
pears imperative that the physicians appreciate that 
the evaluation and interpretation of these tests are by 
no means a simple matter. The following criteria are 
herewith recommended: 


1. A titer of 1:80 or less, in the absence of clinical 
symptoms, is probably indicative of a past clinical or 
subclinical infection. 

2. A titer of 1:100 or over, in the absence of clinical 
signs of disease, in all probability indicates a latent 
infection which may not necessarily be accompanied 
by disease. Such titers are not uncommon in occupa- 
tional or professional groups which come in contact 
with Brucella organisms and contract their infections 
through the skin. 


3. A titer of 1:100 or over, in the presence of fever 
or other fairly typical symptoms of the disease, may 
be considered as diagnostic of active infection with an 
organism of the Brucella group. In persons other than 
veterinarians, packing-house employees, farm workers 
or those consuming large quantities of raw milk from 
non-tested herds, this interpretation may hold true in 
the majority of instances. Exceptions, however, do 
occur, and blood cultures, together with the demon- 
stration of a rise and gradual fall of titer in from 
three to twelve months, must then confirm the clinical 
diagnosis. 

4. A titer of 1:20 to 1:100 in the presence of clini- 
cally diagnosed undulant fever may be interpreted as 
diagnostic of active infection. Patients with positive 
blood cultures, without having developed agglutinins 
above 1:80, have been observed. 

5. A complete absence of agglutinins from a patient's 
serum, in the presence of a positive blood culture, has 
been observed on one or two occasions. 

The diagnosis of undulant fever demands the closest 
coéperation between the clinician and the serologist. 
Until this prerequisite has been fulfilled, the statistics 
on this disease remain uncertain. 


C. W. Bonynce, M. D. (1930 Wilshire Boulevard, 
Los Angeles).—Doctor Ruddock has presented a most 
complete treatise on undulant fever, and in its dis- 
cussion I would only bring out a few facts regarding 
its epidemiology. 
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In spite of a vast amount of experimental study with 
both animals and human volunteers, it is freely ad- 
mitted that little is known as to the mode of trans- 
mission of this disease. This is true both as regards 
its dissemination among animals and its passage from 
them to man. 


When it became known that the organism of in- 
fectious abortion of cattle was pathogenic for man, 
ingestion of raw milk and its by-products was con- 
sidered the greatest source of human Brucelliasis. 
However, those best qualified to express an opinion 
consider that but one out of every three infections 
originates from this source. While milk from infected 
animals is undeniably an important factor in the eti- 
ology of undulant fever, consideration of this disease 
from the standpoint of preventive medicine must be 
undertaken in a broad-minded manner. 

Efficient pasteurization of milk is entirely effective 
per se, but in no way influences the continuous spread 
of the disease among the dairy herds and to humans 
in contact with them. 


It is becoming more and more evident that we must 
look to veterinary science for the final solution of the 
problem, and I feel the medical profession hardly ap- 
preciates the contributions this group have made to 
human medicine in this and in other diseases. 


Control of Bang’s disease among the vast reservoir 
which the farm animals of our country constitute, is 
uppermost in the minds of all veterinarians, and its 
importance recognized by the Federal Government. 
While this measure still presents certain difficulties, 
its success has been demonstrated by the fact that 
milk may be maintained free of organisms. 


I hardly need to bring to your attention that the 
first and soundest principle of preventive medicine is 
the eradication of the reservoir from which springs 
an infectious disease. 

Public opinion is proving a powerful factor in forc- 
ing the dairyman to adopt abortion control, and I feel 
the medical profession should support the project by 
educating the layman to take an interest in the status 
of his milk supply, even though it be pasteurized. 


a 
Ce 


J. C. Geicer, M.D. (Director of Public Health, San 
Francisco).—The significance of the problem of undu- 
lant fever to the clinician and to the public health 


worker has been stressed by many writers. Doctor 
Ruddock’s contribution, however, is timely, and brings 
out in a very definite manner many of the facts that 
have been ascertained and which should be made avail- 
able to the medical profession. There is, of course, 
another reason for doing this in that the practicing 
physician may be stimulated to scrutinize more care- 
fully such cases as may resemble the disease, espe- 
cially as to all possible sources of infection. At the 
very beginning it may be necessary to call attention to 
the statement of Evans; for in this disease, as in per- 
haps no other, the laboratory may offer decided help 
to the careful and thoughtful clinician. This statement 
is to the effect that there is no disease in which the 
physician is more dependent upon laboratory findings 
for correct diagnoses. The symptoms are various, in- 
definite and suggestive of other disease, particularly 
typhoid fever, malaria, tuberculosis, and rheumatism. 
To these diseases may now be also added focal in- 
fection, sinusitis, appendicitis, and tularemia. More- 
over, some cases have been diagnosed as acute anterior 
poliomyelitis. In many diseases certain symptoms 
often can be spoken of as classical. Undulant fever 
has not this distinctive characteristic at this moment. 
The available evidence indicates that the causative 
organisms are of three general types, and usually 
classified as to hosts. The variety known as Brucella 
melitensis ordinarily prefers the goat; Brucella abortus 
(Bang) ordinarily prefers the cow; and Brucella abor- 
tus, variety porcine, ordinarily prefers the hog. Any 
one of these may cause undulant fever in man. 

The epidemiologic evidence is far from being defi- 
nite, complete or conclusive. There is no doubt that 
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raw milk, whether it be from goat or cows, offers un- 
disputable chances for infection, provided the herds 
supplying them are shedding the organism in sufficient 
amounts and are of sufficient virulence. Therefore. 
pasteurization of milk products is an essential control 
and preventive measure. The low index of the disease 
in children, and the present statistical superiority oj 
the disease in males, especially in rural sections, has 
been used as a basis for assuming that many cases 
may be due to contact with infected animals. 


The incubation period is considered around four- 
teen to twenty-one days, more likely near the latter, 
The chronicity of the illness, however, may preclude 
against obtaining this accurately. Raw milk from 
goats or cows should not be directly blamed unless 
laboratory data are obtained as the shedding of organ- 
isms in the milk, or the extent of the infection in the 
herd determined by agglutination tests or by history 
of recent abortions in the herd, or the recent use of 
live organism abortus vaccines, or by direct inocula- 
tion of guinea-pigs of centrifugalized specimens of 
pooled milk samples. Any assumption that infected 
raw milk is the causative factor should be carefully 
scrutinized and all other possible avenues closed. It is 
probable, however, that continuous ingestion of smaller 
numbers of abortus organisms of all types will lead 
to mild or unrecognized cases. 

Contact infection is considered by many investiga- 
tors as the most likely source of infection. By contact 
is meant the laboratory worker with abortus strains 
or infected animals; the farm worker; the goat herder; 
cow hand or swine attendant who might handle in- 
fected material, particularly in the abortion period; 
the workers in slaughterhouses; and the veterinarian. 
Direct contact from human to humans is unknown, 
and exceedingly doubtful. The investigator, however, 
should not be unmindful of abortion in women, par- 
ticularly in rural communities. Undulant fever is re- 
portable, but as a rule no special precautions or 
quarantine procedures are necessary in handling the 
human case. There must be appreciated, however, 
that the British Commission repeatedly isolated organ- 
isms from the urine of cases of true Brucella meli- 
tensis infections. 

There is evidence, however, that the first two strains, 
Brucella melitensis, caprine strain (goats), and Bru- 
cella abortus suis, porcine strain (hogs), are more in- 
vasive than Brucella abortus bovis, bovine 
(cattle). 


While it has been shown in a number of instances 
that invasion by the first two strains (caprine and por- 


strain 


cine) has followed contact with infected animals, this 
route of infection is less common in cases due to the 
third strain (bovine). Furthermore, in most cases due 
to the presence of the bovine strain, the source of 
infection has probably been ingestion of infected milk, 
milk products, or raw infected meat or meat products. 

It may be assumed, therefore, on the basis of a\ ul- 
able information at this time, that the bovine type is 
less invasive in that it fails to induce piachakee 
symptoms. It is possible, also, that invasion by this 
strain may immunize against the more virulent strains 
of caprine or porcine types. 

On the other hand, it should be remembered that 
cattle may be affected by the caprine and the porcine 
strains, as well as by the bovine strains, and that the 
names are applied to the strains for the reason that 
their usual occurrence is in the animal referred to 
In other words, the porcine strain affecting the cow 
could, through contact, be transmitted to man because 
of its highly invasive characteristics; but, on the other 
hand, the bovine strain affecting the hog might be less 
invasive and therefore give rise either to no invasion 
or to so mild an invasion that it would not be identi- 
fied as Brucelliasis. 


The controversial state of the entire question, whil 
less complex than it was a few years ago, is such that 
there are still many points indefinitely determined, 
especially to the health official. 
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CHRONIC CICATRIZING ENTERITIS* 


By H. Gienn Bett, M. D. 
San Francisco 


Discussion by J. H. Breyer, M. D., Pasadena; Rea 
Smith, M.D., Los Angeles; Emile F. Holmar, M.D., San 
Francisco. 


ECENTLY we have been interested in some 
cases of low-grade, partial intestinal obstruc- 
tion in which the pathologic process is that of an 
infection with scar-formation and stenosis. The 
lesion often resembles a neoplastic process. 
Many cases have been reported under such titles 
as granulomata, nonspecific granuloma, benign 
granuloma of the intestine, phlegmon of the intes- 
tinal wall, etc., which, when analyzed, prove to 
have the same pathologic process. “The first com- 
prehensive article on the subject was in 1932. 
Since that time, several other cases have been 
reported. Clirdn and his associates? described the 
specific entity, localizing the lesion, or lesions, to 
the terminal ileum with secondary involvement of 
other portions of the bowel by adhesions and the 
formation of fistulas. They used the term regional 
ileitis. It is our opinion, however, that the disease 
is not limited to the ileum, but may occur in any 
portion of the small bowel, and possibly in the 
large bowel, and we prefer the term chronic cica- 
trising enteritis, as being more descriptive. 


ETIOLOGY 


The etiology is unknown. Is it the result of an 
infection in the mucosa which later spreads to the 
intestinal wall, with edema of the mesentery as a 


result of the lymphatic drainage of the area; is it 
an infection starting in the lymphatics as a lymph- 
angitis, and extending to the wall of the bowel, or 
is it the result of interference with the blood 
supply to an area? Studies have been made for 
tubercle bacilli and other specific organisms, but 
none has been found. In experiments on interfer- 
ence with the blood supply of the intestinal tract, 
we have been unable to produce a cicatrizing en- 
teritis, ulceration of the mucosa, or any lesion 
simulating the condition. Some observers have 
felt that a long-standing chronic appendicitis is 
the etiological factor, but the simple removal of 
the appendix has not benefited these patients. 
Almost every patient whose case is reported in 
the literature has had the appendix removed at a 
previous operation, at which time the true nature 
of the disease was not recognizéd. 

Pupini? reported a case of stenosis of the small 
bowel which followed trauma two months before. 
Schloffer® made some extensive experiments, con- 
cluding that both direct lesions of the intestine— 
espe cially those involving the mucosa—and_ in- 
direct lesions could lead to ulceration and stenosis 
by interruption of the circulation. There are many 
cases recorded of stenosis of the intestine follow- 
ing a severe blow to the abdomen. The pathologic 
process may be the result of the trauma, or of 
the trauma with the addition of an infection which 


*From the department of surgery, University of Cali- 
fornia Medical School. 


Read before the General Surgical Section of the Cali- 
fornia Medical Association at the sixty-third annual 
Session, Riverside, April 30 to May 3, 1934. 
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extends into the mesentery as a result of a break 
in the mucosa or intestinal wall. The vascular 
supply to the small bowel is so adequate that it is 
hard to conceive that the process is one of inade- 
quate blood supply. 


PATHOLOGIC CHANGES 


The pathologic process is a slowly advancing, 
chronic inflammation which involves the mesen- 
tery, the regional lymph nodes, the intestinal wall 
and the mucosa with the resulting fibrosis. In 
some of the case reports there has been mention 
of perforations of the bowel, with the formation 
of abcess and fistulas either between other por- 
tions of the bowel or with the abdominal wall. 

Grossly the intestine shows stenosis at one point, 
and dilatation with marked hypertrophy of the 
intestinal wall proximal to the obstruction. The 
intestine is hyperemic and soggy. The mesentery 
is edematous, and the lymph nodes present a 
typical picture of hyperplasia. On opening the 
bowel, one usually finds some ulceration of the 
mucosa. 

The microscopic picture varies in the different 
stages of the disease, as was shown in the cases 
reported previously.* The sections may show 

varying degree of acute, subacute or chronic in- 

flammatory change, depending upon the stage of 
the disease when removed. Usually, however, the 
picture is that of a chronic inflammatory reaction, 
with scar-formation and round-cell infiltration, 
which extends throughout the entire thickness of 
the intestinal wall. The lymphnodes are hyper- 
plastic and, in some, giant cells may be found; not, 
however, the typical picture of tuberculosis, but 
more that of the reaction from a foreign body. 


CLINICAL PICTURE 


The clinical aspect depends upon either the in- 
flammation, the obstruction, or the combination of 
both factors. It is evident that the clinical symp- 
toms will depend rather markedly upon the grade 
of obstruction present or the formation of an 

Yabscess. A case reported by Nagel® shows how 
suddenly the clinical picture may change: a man, 
twenty-eight years of age, had symptoms of colicky 
pain in the epigastrium, with occasional vomiting 
and diarrhea for seven years before sudden per- 
foration occurred. At operation Nagel found two 
constricted areas in the jejunum with dilated 
perforated bowel between them. The pathologic 
process was that of an acute and a chronic in- 
flammatory reaction, as mentioned above. 

In almost all the cases, the process occurred in 
young people. Clute ® reported two cases in men 
of forty and forty-one years respectively. They 
gave more or less a typical history of transient, 
but severe attacks of abdominal cramps, with 
nausea and vomiting. In one of Clute’s patients, 
these attacks had been present for at least three 
years ; in one of our own cases, the process prob- 
ably had been going on for about twelve years; 
and in all the cases reported, the condition has 
been present from one to twelve years. There 
may or may not be slight anemia. There may be 
attacks of diarrhea and occasionally blood in -the 
stool. These patients are usually below standard 
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physically, and have vague abdominal distress, 
with transient attacks which are characterized by 
nausea and vomiting. It is evident that the attacks 
become more severe as the lesion becomes more 
obstructive, or when there is a_ perforation. 
Usually one can palpate an indefinite doughy mass 
in the abdomen. The disease progresses slowly, 
and it is likely that, in many instances, the process 
resolves instead of progressing, and patients get 
well without operation. 


REPORT OF CASE 


Mrs. H., aged twenty-eight years, entered the hos- 
pital in November, 1933. Her complaints were weak- 
ness, breathlessness on exertion, palpitation, pallor and 
epigastric pain. She knew that she had been anemic 
for twelve years. 

Present Illness—An appendectomy had been per- 
formed in 1927, without relief of symptoms. In 1929, 
the pain in the epigastrium (a gnawing sensation 
which came on immediately after meals) became more 
severe. This was relieved somewhat by the use of 
soda. She had been put on a Sippy régime without 
relief. She could feel something fill up in the lower 
left side of her abdomen. She complained of being 
weak and easily fatigued, and had a fever of low grade. 

Past and Family History—Her past history was es- 
sentially negative, except for the premature birth of 
an infant (at eight months) ten years before entry. 
Her average weight was 118 pounds; present weight 
111 pounds. Her menstrual periods were very irreg- 
ular and dysmenorrhea was marked. Her family his- 
tory was negative. 

Physical Examination —This was essentially negative, 
except for a suggestion of a mass in the lower left 
quadrant of the abdomen. There seemed to be a dis- 
tended loop of bowel that one could feel. While in 
the hospital, the patient developed moderate abdomi- 
nal distress with nausea and vomiting after each meal. 

Laboratory Examinations—The urinalysis was nega- 
tive; blood count showed: hemoglobin 33 per cent; 
red blood cells 3,500,000; white blood cells 11,500, with 
normal differential count. The stool showed blood on 
many occasions. The x-ray studies revealed a mark- 
edly dilated loop of ileum, and the roentgenologist 
made a diagnosis of a lesion of the small bowel in 
the lower left quadrant. 

Operation—At operation, we found a lesion in the 
ileum, about sixteen inches from the ileocecal valve, 
causing a partial intestinal obstruction with dilated: 
and hypertrophied bowel above it. The mesentery was 
edematous, and the lymph-nodes were enlarged and 
hyperplastic. A resection and an anastomosis were 
done. 

The pathologic examination revealed the same sub- 
acute and chronic inflammatory reaction as has been 
described above. 

The patient is now well and is working as a tele- 
phone operator. Her blood is normal. 


COMMENT 


I have outlined just the essentials of this case 
to show what is more or less typical of cases of 
chronic cicatrizing enteritis: the long duration of 
symptoms, appendectomy performed without re- 
lief, medical treatment without alleviation of 
symptoms, 

I am sure that there have been many cases of 
chronic cicatrizing enteritis which have not been 


reported. When one talks about the subject to’ 


any surgeon of large experience, he will remem- 
ber cases from his own practice. Because of the 
difficulty in making a correct preoperative diag- 
nosis, and sometimes in making a differential 
diagnosis between this disease and a neoplasm, 
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the condition should be kept in mind when dealing 
with some of the obscure cases of abdominal 
complaints, particularly in young or middle aged 
people. While it is not always possible to make 
a specific diagnosis, it is possible with thorough 
examinations and x-ray studies to make a diag- 
nosis of a lesion of the small bowel. Doctor Stone, 
at our clinic, often has found it advantageous, in 
looking for a lesion of the small bowel, to have 
a duodenal tube inserted through the pylorous so 
that the barium may be injected directly into the 
duodenum, especially for lesions high up in the 
small bowel. 


Once the diagnosis of a lesion of the small 
bowel is made, operation is indicated, and the 
true condition will be discovered. The operation 
of choice is resection and anastomosis, as a simple 
side-tracking operation may lead to difficulty later 
by reason of the formation of an abscess in the 
excluded bowel. 


University of California Hospital, 
Second and Parnassus Avenues. 
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DISCUSSION 


J. H. Breyer, M.D. (65 North Madison Avenue, 
Pasadena).— Chronic cicatrizing enteritis is a rare 
condition, but at the Pasadena Hospital three cases 
have been encountered in the last three years. The 
operating surgeon is apt to conclude that he is dealing 
with a tumor or newgrowth. A recent case of mine 
is similar to those of Doctor Bell. The patient had 
an incomplete obstruction with visible peristalsis. At 
operation a mass involving about six inches of the gut 
was found in the ileum, eight inches proximal to the 
cecum, At the proximal end of the involved segment 
was a diverticulum-like outpouching, protruding from 
the side of the bowel. The involved area of the ileum 
was resected and the end of the ileum was anasto- 
mosed to the side of the ascending colon. The patient 
made an uneventful recovery and has gained twenty 
pounds in weight in the year since the operation. Be- 
lieving that the pathology was that of a newgrowth, 
the specimen was placed in formaldehyd solution and 
no bacteriological study was made. 

The gross and microscopic findings of the specimen 
were much the same as set forth by Doctor Bell in 
his paper. There was an almost complete obstruction 
of the lumen, produced by a profound thickening of 
the walls, caused by marked muscular hypertrophy 
and scar tissue, and granulation tissue invasion oi all 
the coats. Portions of the mucosa were ulcerated and 
the lumen was lined by polypoid granulations. In the 
region of the diverticulum, the ulcerative process had 
destroyed the mucosa and muscular coats, producing 
a thinned and weakened wall. Marked round-cell in- 
filtration and numerous lymphoid follicles were found 
in all coats of the gut. Above the constriction the 
bowel was dilated, and the mucosa showed markedly 
hypertrophied folds. 
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We should always think of chronic cicatrizing en- 
teritis in cases of partial obstruction, remembering 
also at operation that the lesions may be multiple 
throughout the small gut. Since the origin of this 
lesion is not at all understood, specimens should be 
studied very completely from the bacteriological stand- 
point. e 


Rea Smiru, M. D. (1930 Wilshire Medical Building, 
Los Angeles).—Doctor Bell has presented a very clear 
picture of an interesting and almost unknown surgical 
disease. His paper, therefore, will be of great interest 
to all abdominal surgeons who have met this condition 
and have had many kinds of diagnoses made for them 
in the laboratory. 

I am sure that regional cicatrizing inflammation 
occurs in the colon as well as the small bowel. I look 
back on two cases occurring near the splenic flexure, 
treated surgically as malignant, both of which were 
reported chronic inflammation by the pathologists. 

I have a slide of one recent case in which we made 
a diagnosis of localized tuberculosis of the cecum. 
Upon opening the abdomen the cecum, the appendix 
and terminal ileum were all found to be involved in 
the inflammatory process, and during the exploration 
a large abscess was opened in the mesentery of the 
ileum. This was drained, but no resection was done 
in the presence of pus. 

A fistula of small bowel origin developed after some 
days of drainage of the abscess, which refused to 
close; and after several weeks we operated the second 
time, still believing that the process was tuberculous. 

The involved ileum and right colon were removed, 
reversing the ordinary procedure by implanting the 
ileum into the transverse colon before the field was 
soiled. We then removed the bowel from the hepatic 
flexure and had an uncomplicated convalescence. The 
laboratory pronounced the specimen to be a chronic 
inflammatory process with ulceration of the mucosa, 
not tuberculosis. 

I am sure that resection for this condition should 
be wide—well into the good bowel on both sides; or 
the process may continue in the wall concerned in the 
anastomosis with disastrous results. 


e 


Emite E. Horman, M. D. (Stanford University Medi- 
cal School, San Francisco).—The exact sequence of 
events in this interesting intestinal lesion is still ob- 
scure. An outstanding feature of the pathological 
changes is the involvement of the lymphatics as shown 
by edema of the mesentery, and marked hyperplasia 
of the lymph nodes, Is this an expression of a chronic 
infection originating in the bowel, or is it possibly 
the primary lesion, with subsequent fibrosis and sec- 
ondary constriction of the intestinal canal? 


Our attention was directed to this possibility in the 
following case: 


A boy, six years of age, was admitted with a story 
of vomiting and abdominal pain for twenty-four hours. 
A palpable mass, exquisitely tender, in the right lower 
quadrant led to a diagnosis of an appendix abscess. 


_ At operation a large, firm mass was found involv- 
ing the terminal ileum, the cecum, and the base of 
the appendix. The appendix itself was very large, its 
walls edematous and congested. The ileum was thick- 
ened, hypertrophied and dilated proximal to the mass 
indicating the chronic nature of the lesion. 


The presence of numerous large but soft glands in 
the mesentery of the terminal ileum led to a probable 
diagnosis of sarcoma; but a cross section of one of 
these glands revealed no evidence of neoplasm. 

‘he terminal ileum and the first portion of the 
cecum, together with the appendix, were resected, and 
continuity reéstablished by an end-to-end anastomosis, 
according to the Parker-Kerr technique. The child 
left the hospital on the fourteenth day perfectly healed. 

The pathological examination revealed no ulceration 
of the mucosa of the ileum or appendix, but a marked 
edema of their walls, and many lymphoid nodules im- 
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bedded in the mucosa. There was considerable dense 
fibrous tissue present, infiltrated with lymphocytes, 
plasma cells, a few polymorphonuclears and numerous 
eosinophils. The mucosa of the cecum was normal in 
appearance, in comparison with that of the ileum 
which was studded with lymphoid nodules. 

The fibrosis was obviously greatest in the pericecal, 
peri-appendicular, and peri-ileal tissues, but did not 
infiltrate the walls; nor was there any ulceration pres- 
ent either macroscopically or microscopically. 


This occurrence in so young a patient has hitherto 
not been recorded. 
% 


Doctor Bett (Closing).—It is, perhaps, noteworthy 
that each of the discussers of this paper has seen one 
or more patients with conditions similar to those ob- 
served in cases of chronic cicatrizing enteritis, thereby 
emphasizing the fact that this condition is not so rare 


as has been supposed. It simply has not been recog- 
nized as an entity. 


I should like to stress Doctor Breyer’s comment 
that chronic cicatrizing enteritis should be borne in 
mind in cases of partial intestinal obstruction, and an 
effort should be made to determine the etiology. 


INDUCTION OF LABOR* 


USING QUININ, CASTOR OIL, RUPTURE OF 
MEMBRANES, AND NASAL PITUITRIN 


By Ou1n M. Homes, M. D. 
San Mateo 


Discussion by J. Morris Slemons, M.D., Los Angeles; 


Clarence W. Page, M.D., Berkeley; Daniel G. Morton, 
M.D., San Francisco. 


HERE are no methods of induction of labor 

which do not have their contraindications, 
dangers or limitations. However, since the publi- 
cation of the comprehensive reports of Schultze,’ 
Guttmacher and Douglas,? Slemons,® Morton * and 
others, many of the fears of dry labor have been 
dispelled ; and from their work there has evolved 
in selected cases a comparatively safe and reason- 
ably certain means of induction of labor, namely, 
by the use of quinin and castor oil, in conjunction 
with the rupture of the membranes and the appli- 
cation of nasal pituitrin. 


ROUTINE OF INDUCTION 


The following ninety cases, which I wish to 
report, were induced for specific reasons, which 
will later be tabulated. These cases were person- 
ally supervised, and every care was taken to avoid 
the complications which the above authors, in their 
series of experimental cases, have warned against, 
namely, no engagement of the presenting part, 
pelvic dystocia, and an elongated, firm cervix. 

The routine of induction was as follows: 


3:00 a.m.—Castor oil, one ounce. 

4:00 a.m.—Quinin, grains 10. 

5:00 a.m.—Copious hot SS enema—approxi- 
mately 115 degrees Fahrenheit. 

6:00 a.m.—Copious hot SS enema—approxi- 
mately 115 degrees Fahrenheit. 

10:00 a.m.—Rupture of membranes. 

2:00 p.m.—Nasal pituitrin every fifteen min- 
utes, if necessary, or earlier if indicated. 


* Read before the San Francisco Bay Counties Obstetri- 
cal and Gynecological Society, March 9, 1934. 
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Several patients went into labor spontaneously 
with the above medication before rupture of the 
membranes, but these are not reported. The 
uterus was gently massaged routinely by an at- 
tendant at frequent intervals, following the rup- 
ture of the membranes; and, if labor did not set 
in before the expiration of four hours, nasal pitui- 
trin, after the method of Hofbauer,’ was used. 
No difficulty was encountered in rupturing the 
membranes. Anesthesia was not found neces- 
sary; no case, however, was used whose present- 
ing part was engaged, or whose cervical canal was 
more than approximately one centimeter in length 
and did not easily admit the examining finger, 
even though Slemons* found that the length of 
the cervical canal was irrelevant to a successful 
result. The above method was first used on only 
toxic cases in which there was a bona fide indi- 
cation for inducing labor. Later, we used it suc- 
cessfully on selected patients who lived a consider- 
able distance from the hospital, and in multiparas 
in whom there was history of a previous short 
labor. Of the ninety cases there were thirty-three 
primiparas and fifty-seven multiparas. 


INDICATIONS 
Primiparas (thirty-three cases) 

15 Hypertension and albuminuria (one-twin 
pregnancy ) 

1 Secondary anemia of pregnancy 

4 Pyelocystitis 

1 Starvation acidosis from vomiting (in hospi- 
tal one week) 

1 Marginal placenta previa 

1 Uterine fibroid 

10 Normal 


Multiparas (fifty-seven cases) 

11 Hypertension and albuminuria 

1 Osteo-arthritis 
2 Pyelocystitis 
43 Normal cases (one-twin pregnancy ) 
RESULTS 

In séventy-nine cases, or 87.6 per cent, labor 
was spontaneous within four hours after rupture 
of the membranes. In eleven cases, nasal pituitrin 
was used after the four-hour period, with one 
failure. One patient of the series failed to go into 
labor: she was an Italian woman at the age of 
thirty-two, multipara, with a previous history of 
hypertension and albuminuria, spontaneous labor 
four weeks premature, with delivery of a four- 
pound baby. The patient was first seen the evening 
previous to attempting induction; an estimated 
pregnancy at term, blood pressure 160/105, albu- 
min 1.5 grams per liter, the head was engaged. She 
was given routine treatment, except that nasal 
pituitrin was used immediately after rupturing the 
membranes—a total of six applications at fifteen- 
minute intervals being used; when the uterus 
remained flacid. Six hours after rupturing the 
membranes, a No. 5 Voorhees bag was inserted, 
and after three and one-half hours the patient was 
delivered spontaneously of a normal seven-pound 
one ounce baby. 
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A second multipara at the age of thirty-six at 
term, who was induced because of severe dis- 
comfort from chronic osteo-arthritis of the lumbo- 
sacral region, went into labor after a latent period 
of three and one-half hours, was bagged because 


was delivered after 12.6 hours labor by mi 
forceps of a normal eight-pound two-ounce bal 


LATENT PERIOD 


There was considerable variation in the latent 
period. The estimated length of labor, the amount 
of amniotic fluid released, and the size of the 
infant, or the length and consistency of the cervix 
made no difference so far as I could ascertain. 
In the multiparas an average of .88 hour latent 
period was found—the longest being four and 
one-half hours. Eleven patients experienced good 
contractions immediately after rupture of the 
membranes. 


In the primiparas, the average latent period was 
2.08 hours—the longest five hours. Four patients 
went into labor immediately after rupture of the 
membranes. No appreciable difference was found 
in the latent period between the normal and the 
toxic cases in either primiparas or multiparas. Of 
the eleven cases who were given nasal pituitrin, 
two were primiparas with toxemia, one four weeks 
premature and the other two weeks premature, 
one primipara with marginal placenta previa, five 
multiparas with toxemia at term, and three normal 
multiparas at term. 


DELIVERY 


Labor was found to be considerably shortened. 
In the primiparas the average length was 7.67 
hours; the longest being twenty-four hours in a 
persistent R. O. P., the patient having had a trans- 
verse arrest necessitating mid-forceps delivery. 
The shortest was 2.4 hours, a normal delivery. 
Twenty-eight cases, or 85 per cent, delivered in 
ten hours or less, only one patient being in labor 
over 12.5 hours. In the multiparas, the average 
length of labor was 3.37 hours; the longest being 
12.6, the shortest .85 hours, 93 per cent delivered 
within six hours, 76 per cent in four hours or less. 


SUMMARY OF DELIVERIES 
A summary of the deliveries was as follows: 
Primiparas (thirty-three cases) 
1 Twin: first, L. O. A.; second, breech extrac- 
tion 
16 Normal, anterior positions 
12 Low forceps 
8 palliative 
1 because of slow fetal heart 
4 Mid-forceps 
3 posterior positions 
1L.0O. A. 
Multiparas (fifty-seven cases) 
1 Twin: first, frank breech; second, L. O. A. 
52 Normal, anterior position 
3 Mid-forceps; one L. O. P.; rotated normally 
1 Mid-forceps, following bag 
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MATERNAL MORTALITY AND MORBIDITY 


Maternal Mortality—None. 


Maternal Morbidity—Temperature determined 
by a reaction of 100 degrees Fahrenheit or over, 
lasting more than one day. In the primiparas, 
four cases, or 12 per cent, showed morbidity. 
One had a mild upper respiratory infection; two 
had recurrence of previous urinary infections ; the 
fourth, a patient with a normal delivery, ran a 
temperature of 100.8 on the second day post- 
partum, and 100.2 on the third day; technically, 
only one case of the thirty-three showed mor- 
bidity, presumably due to uterine infection. In 
the multiparas, the morbidity was 10 per cent 
plus, or six of the fifty-seven cases. The multipara 
with osteo-arthritis, who was bagged, developed 
a phlebitis of the right leg, ran a characteristic 
septic fever; the multipara with hypertension and 
albuminuria, who was bagged, ran a temperature 
of 101 on the fourth day, and 100.8 on the fifth 
day, and then remained normal throughout the 
remainder of the period of hospitalization. Three 
cases had acute upper respiratory infections and 
one had a recurrence of a pyelocystitis. 


FETAL MORTALITY 


Primipara and multipara: one baby succumbed, 
a mortality of 1.1 per cent. The mother, a normal 
multipara at the age of thirty-three, had a pre- 
vious precipitate labor. The present pregnancy 
was at term. Labor set in immediately after rup- 
ture of the membranes, labor normal L. O. A. 
2.3 hours’ duration. A small amount of gas and 
oxygen was used during the second stage of labor. 
The infant, five pounds twelve and a half ounces 
at time of delivery, was normal in every respect, 
cried spontaneously, color was good. It began 
having cyanotic spells six hours postpartum, and 
died twenty-seven hours after delivery. Autopsy 
revealed pulmonary atelectasis and a congenital 
heart lesion. 


FETAL MORBIDITY 


One normal, six-pound fifteen-ounce infant, 
who was delivered normally from a multiparous 
mother at term, after an easy 3.35 hours’ labor, 
developed a bronchial pneumonia on the fifth day 
after delivery. However, the baby made an un- 
eventful recovery, and was discharged with its 
mother on the fourteenth day postpartum. Dr. 
William Palmer Lucas, who saw this infant in 
consultation, felt that the condition noted was 
probably the result of an intra-uterine infection. 
The mother had no clinical manifestation of 
intection, 

COMMENT 


Several of the cases are-of unusual interest. 
One, a primipara, age twenty-nine, four weeks 
premature, had a previous history of scarlet fever 
and streptococcic sore throat. She first began 
showing signs of kidney strain at seven months. 
Supportive treatment was instituted at home with 
bed rest, diet, etc. At eight calendar months, 
the blood pressure had gradually increased from 
140/90 to 160/100. The urinary albumin was 1.0 
gtam by Eschbach determination, her cervical 
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canal was found to be approximately one centime- 
ter in length. After consultation the patient was 
transferred to the hospital and induction attempted. 
The latent period was 4.1 hours. One application 
of nasal pituitrin was used, followed by an easy 
labor of six hours. The infant of four pounds 
two and a half ounces presented no difficulties 
more than any premature, and was discharged 
from the hospital at the end of three and a half 
weeks, at six pounds. 

Frequent blood pressure readings were taken 
during labor on the seven toxic cases, who re- 
ceived nasal pituitrin. In no case was there an 
increase over six to ten points in either the sys- 
tolic or diastolic reading. Another primipara, two 
weeks premature, normal in every respect, except 
a marginal placenta previa, had been confined in 
the hospital with absolute bed rest for two weeks, 
because of a small amount of bleeding. In this 
case, nasal pituitrin was used immediately after 
rupturing the membranes. The latent period was 
3.0 hours, and after eight hours of labor the fetal 
head had descended so that the baby could be 
delivered safely by a low mid-forceps. There was 
no excessive bleeding. However, I might add that 
surgery was prepared in case operative delivery 
should be deemed advisable. 

The multiparous patient with osteo-arthritis, 
who was bagged after six hours of labor because 
of poor uterine contractions, gave a previous his- 
tory of a high-forceps delivery on account of 
uterine atony. Morton’s * failure was of this type. 
Hereafter, I shall hesitate in inducing labor in any 
patient with a history of an atonic uterus. 

The infants presented no more difficulties than 
those of normal cases. One infant had a cephale- 
hematoma, resulting from a transverse arrest, and 
mid-forceps delivery. Two infants, who were de- 
livered by mid-forceps, were given intermuscular 
blood and frequent inhalations of 10 per cent car- 
bon dioxid and oxygen, as is our practice in any 
abnormal delivery. 

No procedure in the practice of obstetrics 
should ever be used for the obstetrician’s con- 
venience. Induction of labor is no exception. This 
method of inducing labor has its limitations and 
contraindications ; however, it is one that, if used 
conservatively, I sincerely believe may be em- 
ployed safely, not only in toxic cases, but also in 
the prospective mother who presents problems 
other than those of toxemia of pregnancy. 

Mills Memorial Hospital. 
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DISCUSSION 
_ J. Morris Stemons, M. D. (819 Pacific Mutual Build- 
ing, Los Angeles).—The induction of labor, by means 


of medicinal agents supplemented with the rupture of 
the membranes, has proved to be a satisfactory method 
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in my Own experience, which began in 1927. As 
Doctor Holmes points out, the cases in which the 
procedure will be employed should be carefully chosen, 
and their wise selection predicates a sound knowledge 
of obstetrics. Upon this fundamental requirement will 
chiefly depend the attainment of successful results. 

Those who use the method frequently are anxious 
to eliminate everything that is unessential and so make 
the procedure as simple as possible. Their experience 
has already taught that the technique may be reduced 
to the following steps, namely, the initial administra- 
tion of castor oil, the rupture of the membranes two 
to three hours later, and the subsequent application of 
pituitary extract to the nasal mucous membrane in 
accord with the response of the individual patient. 
There is no need for an enema, for massage of the 
uterus, for stripping the membranes, or for securing 
a free drainage of the amniotic fluid. 

Failures are encountered occasionally, if the test of 
success is taken to be the delivery of the patient 
within twenty-four hours. The cause of failure, no 
doubt, is sometimes an inherent unresponsiveness on 
the part of the uterine muscle; but, more frequently, 
the fault lies with some nasal defect which modifies 
the action of the pituitary extract. Thus, its absorp- 
tion may be prevented by the presence of scar tissue 
from a previous operation upon the nose; spurs may 
interfere with lodging the cotton pledget in a favor- 
able location; a deflected septum may be a handicap, 
and other rarer types of nasal pathology will be en- 
countered now and then. Emphasis is placed upon 
this practical detail because one should learn in ad- 
vance whether or not the nasal passages are normal. 


In my own series, two patients in whom the method 
failed at first responded to a repetition of the treat- 
ment on the following day. The later, successful 
results, I believe, are explained by the fact that the 
membranes had been ruptured twenty-four hours; 
consequently, the uterus was more sensitive to stimu- 
lation than it had been previously. 


& 


Crarence W. Pace, M. D. (2490 Channing Way, 
Berkeley).—During the past year and a half, in cases 
known to me, labor has been induced forty-two times, 
an incidence of 21 per cent. In two instances, labor 
was induced in the second trimester of pregnancy. 
In the first case, the toxemia had apparently been 
brought under control, but there was definite evidence 
of fetal death. The patient was bagged after failure 
to induce with castor oil, quinin, and pituitrin. The 
other was also a toxic case of the nephritic type, in 
which the patient was not improving under treatment. 
Here also a Voorhees bag was used. 

All of the other cases were at term or beyond the 
expected date. Had I felt that there was much risk 
in induction, many of them could have been elimi- 


nated, as a good many were done at the patient’s 
request. 


Castor oil, quinin, and pituitrin failed to induce labor 
in twelve cases. Six of these succeeded after rupture 
of the membranes. The other six did not present suffi- 
cient indication for further procedures, and were per- 
mitted to await the spontaneous onset of labor. 


The cases were about equally divided between pri- 
miparas and multiparas: twenty-three of the former, 
and nineteen of the latter. : 

The two babies born before viability were lost: one 
was dead before induction, and the other survived but 
a few minutes. Otherwise, all of the babies were dis- 
charged with the mothers without evidence of any 
injury. There was no maternal mortality, and no evi- 
dent increase in morbidity. Neither was there any 
prolongation of the first stage of labor, as it averaged 
about eight hours. 

The following shows results in more detail: 


1. Castor oil only: Three patients, average first 
stage, 11 hours. 
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2. Castor oil, quinin, and pituitrin: Twenty-eight 
patients, average first stage, 7.5 hours. 

3. Castor oil, quinin, pituitrin, and rupture mem- 
branes: Six patients, average first stage, 10 hours. 


4. Rupture of membranes only: Three patients, 
average first stage, 8 hours. 


5. Bag: Two patients. 
& 


DanieL G. Morton, M.D. (University of California 
Medical School, San Francisco).—Doctor Holmes’ re- 
port of ninety cases, in which labor was induced by 
means of rupturing the membranes, may be added to 
the ever-increasing evidence that this method of induc- 
tion is not only highly effective, but innocuous for both 
mother and child. His fetal mortality of 1.1 per cent 
is proof of its harmlessness. Such a low mortality is 
hardly more than one would expect in a comparable 
number of cases in which the onset of labor was 
spontaneous. Quite properly, he has emphasized that 
there are certain contraindications—such as _ non- 
engagement of the presenting part, pelvic dispropor- 
tion, a long rigid cervix, and a history of uterine atony 
in former labors. With these contraindications I am 
in hearty accord. I suspect that if the method be used 
in cases which are much more than a month'short of 
term, the fetal mortality will rise perceptibly. Such a 
rise would be due to two causes, to wit: First, the 
frailty of prematures in general, and secondly, the 
added stress on the poorly developed fetal head, in- 
evitable in a fairly rapid labor taking place in the 
absence of the cushioning effect of the intact amniotic 
sac. This was most assuredly the exerience of the 
ancients who used this method of induction to bring 
on labor prematurely in cases with contracted pelves. 
They gave up the method because of its high fetal 
mortality, failing to appreciate that prematurity fer se 
had much to do with it. With a modern thorough- 
going appreciation of contraindications, fetal mortality 
can be kept at a satisfactorily low figure. 

The principal danger in a method of this kind, which 
is highly effective and relatively harmless, lies in the 
possibility of its indiscriminate use. This should be 
avoided. Labor should be induced only upon definite 
indication. 


LOBAR PNEUMONIA* 


AN ATTEMPT TO EVALUATE VARIOUS METHODS 
OF TREATMENT 


By W. E. R. Scuortstagpt, M. D. 
Fresno 


Discussion by Leo P. Guenther, M.D., Los Angeles; 
William J. Kerr, M.D., San Francisco; Ewin L. Bruck, 
M.D., San Francisco. 


N attempt has been made to evaluate various 

methods used in the treatment of lobar pneu- 
monia over a four-year period, ending December 
31, 1933. The records are from the medical 
services of the Fresno General Hospital and from 
private practice. Inasmuch as it was possible to 
type the relatively small group of private cases 
only, all reference to typing is ignored. There 1s 
no intention to discredit or minimize the value o! 
serum therapy in Types I, II or VII, but in our 
county institution the methods employed must 
needs be inexpensive. 


MORTALITY RATES IN THE DIFFERENT GROUPS 


Our mortality rate in the ninety-one control 
cases is about that generally given in the medical 


* Read before the General Medicine Section of the Call: 
fornia Medical Association at the sixty-third annua 
session, Riverside, April 30 to May 3, 1934. 
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LOBAR PNEUMONIA—SCHOTTSTAEDT 


TaBLe 1.—Results by Age Groups 


Pneumococcus 
Antigen 


Control 


Recovered Died 


1-10 years 14 


10-20 years 12 
20-30 years 12 
30-40 years 14 
40-50 years ae 19 
Over 50 years 20 
IRIN sscconsscsionsenesintnaen _— 
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literature—30 per cent. The study includes all 
types and age groups of patients who remained 
in the hospital more than twenty-four hours; in 
other words those who did not die within twenty- 
four hours from the time of their admission. 

The ninety-one control cases were given the 
usual symptomatic treatment—expectant, expec- 
torant, heat, etc., with a mortality of twenty-eight 
cases—30 per cent. 


A series of forty-two patients were given 1% 
c. c. of pneumococcus antigen every six hours for 
two days, then less frequently. In this series, 
eight died—a mortality of 19 per cent. 

A series of sixty-four patients were given potas- 
sium permanganate, as advocated in 1929 by John 
L. Chester, who based his work on that of Herbert 
W. Nott of Birkenhead, England. We changed 
the standard solution used—two grains KMnQ, 
to 114 pints of warm water—to a solution of 
1/4000. A retaining enema of six ounces was 
given every four hours to adults, and three to four 
ounces to children. The enema was given slowly 
with the patient lying on the left side. If at any 
time this was expelled, four ounces were given 
by mouth every three or four hours until the tem- 
perature dropped to 100 or below, when the per- 
manganate solution was given twice a day until 
the temperature was normal. In this series we lost 
five patients—a mortality of 8 per cent. 


ROUTINE USED IN ONE SERIES OF CASES 


Going on the theory that many patients have an 
atelectasis preceding their pneumonia, and that 
there is a depletion of chlorides, the following 
routine was adopted later in a small series of 
twenty cases, and this order is posted as a routine 
treatment in one of the medical wards: 

_“CO.-O 10 per cent to 15 per cent inhalations 
lor ten minutes every two hours, for six in- 
halations. 

“Sodium chloride ten grams daily, in addition to 
the salt in the diet. It may be given by rectum, 
100 c. c. of a 10 per cent solution, once a day. 

“Potassium permanganate solution 1/4000, 
Warm, six ounces every four hours, by rectum. 
If the patient does not retain this, give four 
ounces by mouth every three hours. 


Recovered 





CO:KMnO, 
NaCl 


KMnO, 
Died Died Died 
1 9 0 

- ) = 
17 
14 

6 

8 


64 


Recovered Recovered 





“When the temperature has dropped to 100 
or less, give permanganate twice a day.” 

In this series there was one death—a mortality 
of 5 per cent. 

May I cite two cases for illustration: 


REPORT OF CASES 


Case 1—G. K., male, 56, who had had a cold for 
two days, was suddenly taken with a chill at noon on 
December 13, 1931. On admission to the hospital his 
temperature was 104, pulse 108, respiration 32, with 
moderate cyanosis and diminution of breath sounds 
on the right side. CO.-O was given for ten minutes 
every two hours for five inhalations, and six ounces 
KMnO, 1/4000 per rectum every four hours. Within 
twenty-four hours the rectal temperature had dropped 
to 100. The permanganate solution was continued for 
another thirty-six hours, when the temperature was 
98.6, pulse 78, respiration 17 and the patient had 
an uneventful convalescence. This was probably an 
atelectasis. 

v v v 


Case 2.—R. D., male, 17, taken ill suddenly on April 
24, 1932, with a chill, pain in the right chest, and find- 
ings, when first seen on the following day, of a right 
lobar pneumonia. The sputum was rusty, thick mucus, 
containing blood, some strepts and micrococcus catar- 
rhalis and many pneumococci. He was given five in- 
halations of CO.-O for ten minutes every two hours, 
and KMnO, 1/4000 solution per rectum for two days, 
when the permanganate solution was given orally be- 
cause the patient expelled enemata. On admission his 
temperature was 104, pulse 104, respiration 34. After 
twenty-four hours these stood: temperature 105, pulse 
120, respiration 40. At the end of the next twenty- 
four hours the temperature was 104; on the following 
day the temperature was 99.6, and thereafter a rapid 
recovery. 


COMMENT 


The age groups are as shown in the chart, from 
fourteen to eighty-one years, and the majority of 
cases occurred between October and March in 
each year. 


The best results were obtained in the cases 
where treatment was started within two days from 
the onset of the disease. 

In the control cases, we found intravenous glu- 
cose and influenza vaccines of doubtful value. 

Morphin was not used because there is a dimi- 
nution of pulmonary ventilation in these patients. 

The oxygen tent is of value because it relieves 
the cyanosis due to anoxemia. The same may- be 
said of the parental use of oxygen. 
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In the cases treated with pneumococcus antigen 
there is a drop of 10 per cent in the mortality 
rate, showing a definite value if this small series 
is any index. The temperature became normal at 
the end of seven days, whereas in the control 
group it did not reach normality until nine days. 


The group of cases treated with KMnQ, solu- 
tion were afebrile in four and one-half days, while 
the group of cases including those where an atelec- 
tasis was apparently interrupted by the inhalation 
of CO.-O (10 or 15 per cent), were afebrile 
within three days. However, the interesting and 
most satisfying thing is to see an improvement in 
cyanosis, usually after the first dose, followed 
very shortly by a slowing of the pulse rate, a 
deeper respiration, freer expectoration, a drop in 
temperature, and a more comfortable patient. 
This change cannot be explained by any chemical 
action, and is undoubtedly due to an absorption 
of oxygen by the patient, and a consequent relief 
of anoxemia. No toxic effects due to KMnQ,, as 
the result of either rectal or oral administration, 
have been observed or cited in the literature. 

Regarding the chemical action, Chester cites 
three stages in the reduction of KMnQ, corre- 
sponding with the separation of one, three and 
five atoms of oxygen per two molecules of the 
salt. The decomposition products are potassium 
permanganate, manganese dioxide, an antiseptic, 
and manganous salt. 


There can be no possible objection to combining 
this method with the serum treatment in Types I, 
II and VII, nor as an adjunct to the use of pneu- 
mococcus antigen, for apparently its main value 
is in keeping the oxygen concentration of the 
blood more nearly normal. 


Inasmuch as no one is justified in arriving at 
conclusions in such a small series of cases, I would 
appreciate a further application of this treatment 
by those who are in a position to give it a greater 
clinical trial. 

1759 Fulton Street. 
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DISCUSSION 


Leo P. Guentuer, M. D. (4433 Crenshaw Boulevard, 
Los Angeles).—Nonspecific therapy, such as is dealt 
with in this commendable report, being inexpensive, 
independent of type of pneumococcus, and avoiding 
delay in the start of treatment, would readily be 
adopted as a substitute for, or as an addition to, serum 
treatment if further experimentation bears out the 
findings of this paper. 

It would be of interest to know more about the kind 
and method of preparation of the antigen used by 
Doctor Schottstaedt. 

The table of results by age groups suggests a few 
observations. The cases in the group over forty years 
are, of course, poorer risks than those in the age 
groups under forty. As one passes from the control 
cases to those of the last group (combined treatment), 
one notes that the ratio of cases in the unfavorable 
age groups to those of the favorable decreases—a factor 
which must be considered in interpreting the results. 
Thus, the ratio of unfavorable to favorable in the con- 
trol series is 75 per cent; in the antigen series, 68 per 
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cent; in the potassium permanganate series, on! 
per cent; and in the last series, 3344 per cent. 

The percentage of deaths in the four series calcy- 
lated for those under forty years becomes approxi- 
mately 17, 16, 4, and 0 per cent, which, though the 
number of cases is small, tends to support the mai 
conclusions that the last two methods are effective 
in the lower age groups. 

Since there is not much disparity in ratio between 
unfavorable and favorable age groups in the control 
and antigen cases (75 and 68 per cent, respectively), 
they are comparable. The results here suggest no 
benefit in cases under forty years, and decided benefit 
in the cases over forty (40 per cent mortality in the 
control, and 24 per cent in the antigen method). Here 
again the small number of cases indicates the need 
for further investigation, as recommended by Doctor 
Schottstaedt. If further work bears out this con- 
clusion, it would suggest that one factor in the greater 
mortality in the older patient is a sluggish response to 
the infection with regard to adequate antibody forma- 
tion (which is probably specific, if the author's con- 
clusions that influenza vaccine is of no value, proves 
to be correct); and conversely that in the younger 
patients the fight against the toxemia is more prompt 
and needs no stimulation. 

The success with potassium permanganate in the 
younger patients indicates that the anoxemia is prob- 
ably an important factor as a cause of death in these 
cases. 

This study reminds one that there are a great many 
more problems to be investigated than there are in- 
vestigators. Perhaps it would be helpful if the Ameri- 
can Medical Association were to have a department 
of research to codrdinate the various workers, and to 
foster research by supplying problems to those de- 
siring them. For example, in the investigation of the 
various newer therapeutic measures used in pneu- 
monia, workers in each hospital desiring to carry on 
research could be supplied with separate problems. 
Cases of control and those subjected to the treatment 
under investigation should alternate for more relia- 
able results. If several methods are being studied, the 
cases should be taken in rotation. The various newer 
methods of treatment, in addition to those mentioned 
in Doctor Schottstaedt’s report, that could be more 
completely investigated, are: diathermy, artificial 
pneumothorax, treatment directed at disturbances in 
acid-base equilibrium, and the administration of oxy- 
gen by injection. 

® . 

Witiam J. Kerr, M.D. (University of California 
Medical School, San Francisco).—This interesting re- 
port of Doctor Schottstaedt should encourage others 
to study varius therapeutic measures in the treatment 
of lobar pneumonia. If, in a sufficiently large series of 
cases, one can reduce the mortality rate from 30 to 19 
per cent by the use of pneumococcus antigen, it would 
mark a real advance; but if the rate should be reduced 
to less than 10 per cent by the use of potassium per- 
manganate alone or in combination with sodium 
chlorid and induced hyperventilation, the achievement 
would be remarkable. 


The author’s groups of controls and_ specifically 
treated cases are not large enough to permit statistical 
study of age groups, duration of the disease 
treatment was instituted, or by years to allow 
periodic variations of severity and other well-ki 
variables. The comparative mortality of a grouf 
treated by artificial pneumothorax would be of | 
Likewise, the addition of approximately 2,000 
centimeters of fluid to the amount usually given by 
mouth would need to be evaluated. Other factors such 
as exhaustion from too frequent examinations |! 
had a harmful influence in unskilled hands, and 
show a reduced mortality in some series of cases. 

A study such as the author has made should | 
extended to all centers of the State. Most ot 1 
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who have had experience in different sections of the 
country believe that this frequency of and mortality 
of lobar pneumonia is less in our State than in the 
eastern centers having a more rigorous winter climate. 


2 


e 


Epwix L. Bruck, M. D. (384 Post Street, San Fran- 
cisco) —We have had no experience whatever with 
the treatment of pneumococcus pneumonia by the use 
of potassium permanganate as described by Dr. W. 
E. R. Schottstaedt. It does not seem to us that the 
amount of nascent oxygen produced by the installa- 
tion of such small amounts of potassium permanga- 
nate into the rectum would be of any material benefit 
to the patient, because it is inconceivable that this type 
of therapy would do anything that other methods of 
oxygen administration would not do. 

Our experience with the treatment of pneumonia 
has been spread out throughout the past two years, 
during which time we saw 327 cases of pneumococcus 
pneumonia, It is imperative that before one attempts 
to evaluate the beneficial effects of therapy, certain 
other studies be made. First, typing is important. 
Secondly, the presence or absence of a positive blood 
culture is extremely important. It is also well to be 
acquainted with the fact that the severity of pneumo- 
coccus infection varies greatly from year to year. For 
instance, out of 250 pneumonias in the year 1932-1933, 
we saw only sixty Type 1, whereas out of seventy- 
seven pneumonias in the year 1933-1934, we saw fifty- 
two Types 1. Our Types 1 of 1932-1933 were treated 
(about 50 per cent) with use of Felton’s antipneumo- 
coccic serum in large doses, and 50 per cent of them 
without, by the ordinary methods of nursing. In 1933- 
1934 none of them received Type 1 serum, and our 
mortality figures are essentially the same. Let it be 
stated here that of all of our pneumococcus infections 
of 1932-1933, about 50 per cent of them had a positive 
blood culture. The same figure was true in 1933-1934. 
Of the patients that had positive blood cultures, 60 per 
cent of them died in 1932-1933, no matter what the 
type of treatment. Likewise, 60 per cent died in 1933- 
1934, no matter what the type of treatment. Whereas 
with negative blood cultures, 19 per cent died in the 
first year, and 18.8 per cent died in the second year. 

Our impression about serum is that it is of no value 
and is not necessary in those cases where there is a 
negative blood culture, because our figures would show 
that the difference in mortality, with negative blood 
cultures, with the use of serum and without the use 
of serum is negligible; whereas in positive blood cul- 
tures there is possibly some benefit from the early 
use of large amounts of specific serum, particularly in 
Type 1. 

An interesting by-product of our investigation was 
amore or less accidental finding while trying to make 
studies on the chemistry of the chlorids during the 

course of lobar pneumonia. Chlorid is apparently ex- 
creted through the skin and is taken up in the exudate 
of the pneumonia; by replacing this chlorid with so- 
dium chlorid by mouth, or sodium chlorid subcutane- 
ously, we found that distention of the abdomen quickly 
di Seappeared. We later used this as a_ therapeutic 

neasure and found that the administration of 25 grams 

or more of sodium chlorid daily in those pneumonia 
patients with tympanites had a universally beneficial 
effect upon this complication. 

We have used artificial pneumothorax in the treat- 
ment of our pneumonias in sixteen patients. Of 
these, four died, one of whom had a positive blood 
culture Type 1; one had a Type 1 infection, was eight 

nonths pregnant and delivered her fetus during the 
ti time of her pneumonia. Her blood culture was nega- 

The third death was in a man who had a Type 6 

Neumococcus in the sputum, and Type 6 in his 

blood stream, and died of a pneumococcus meningitis, 

Type 6. The fourth death was in a patient who had 
1ococcus Type 1 in his sputum and a negative 
blood culture. 


a pneum 
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These results tally very well with those of Behrend 
and Cowper, who treated eleven cases with artificial 
pneumothorax and reported their results in the Journal 
of the American Medical Association for June, 1934. 
Two of their patients died, one of whom died having 
a meningitis, which implies a positive blood culture, 
while the other was a Type 4 pneumonia in which 
organisms were present in the blood stream. 

With regard to artificial pneumothorax we have no 
settled convictions regarding its efficiency as a method 
of treatment. We do know that pleural pain_ is 
promptly relieved, and that the disadvantage of using 
pain-relieving drugs is avoided. We intend to pursue 
this further. 

To sum up our experience, we must conclude that 
high mortality rates accompany pneumococcus and 
bacteremia, no matter what the method of treatment. 
That the lowest mortality rates are in those patients 
who have negative blood cultures. That Type 1 anti- 
serum is apparently of some therapeutic benefit in 
those cases of lobar pneumonia in which pneumo- 
coccus Type 1 is the etiological agent, and in which 
there is a bacteremia. That artificial pneumothorax 
as a method of therapy is an interesting experiment. 
That previous data in the literature, on this type of 
treatment, are of no value because of the lack of suffi- 
cient data upon bacteremia and the influence of such 
bacteremia upon mortality rates. 


SOME CONTRIBUTIONS BY ANIMALS TO 
HUMAN HEALTH? 


By A. C. Ivy, Ph.D., 
Chicago, Illinois 


M.D. 


INTRODUCTION 


HE most universal curse on all living things 

is disease. Yet, how many people truly realize 
what biological science has done to eradicate 
disease from plants, animals and man. Very few, 
indeed. Why? Because our school histories 
record the story of wars, political events, and dis- 
coveries pertaining to improvements in methods 
of communication and transportation and say 
nothing, or little, of the ravages of pestilence and 
epidemic disease which has so frequently stricken 
mankind with horror and has ruthlessly destroyed 
the lives of hundreds of thousands of people. 


In 1911 the average span of life was approxi- 


mately fifty-three years. Today it is sixty years. 
This means that there are thirteen million people 
alive in the United States today who would other- 
wise be dead if the average life span of even the 
year 1911 still held in 1934. 

Most of the medical science that we know today 
has been discovered within the past one hundred 
years. The average span of life one hundred 
years ago was thirty-five years. This means that 
if the average span of life had not increased to 
its present mark, fifty million people living in the 
United States today would be dead; almost one- 
half of the population. 


+ Eprror’s Note: This article 
legends used in one of the exhibits of Northwestern Uni- 
versity at the Century of Progress Fair at Chicago, 
which editorial reference is made in this issue (page 272). 
CALIFORNIA AND WESTERN MEDICINE is indebted to the 
courtesy of Professor Ivy not only for these legends, (to 
secure which it was necessary for him to send an assistant 
to the Fair Grounds, to make a copy), but also for the in- 
troductory comments which are here printed. 

The various exhibits were prepared by Professors J._P. 
Simonds, C. J. Farmer, A. C. Ivy and A. A. Day. 


presents the explanatory 
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If the increase of the average span of life, 
which affects the pocket book of every person 
who has an insurance policy and pays taxes, has 
not been due to medical science, to what has it 
been due? A frequent reply is “sanitation.” The 
person who usually makes such a reply is ignorant 
of the fact that sanitation is the product of medi- 
cal science and is universally directed and super- 
vised by medical scientists. They forget that the 
Panama Canal could not be built until after the 
cause of yellow fever was discovered. They for- 
get that chlorination of city water supplies could 
not be practiced until it was discovered that 
chlorination would kill typhoid germs and that 
typhoid was due to a specific germ. They forget 
that plague could not be effectively stopped until 
it was found that it was due to a germ and that 
the flea, rat and ground squirrel may carry the 
germ. They forget that when crops are threat- 
ened with disease, when animals are dying of 
unknown cause, and communities are stricken 
with the horror of epidemic disease, the legisla- 
tors and citizens look immediately to biological 
and medical scientists for aid and relief. 


It is sad, but nevertheless true, that sixty per- 
sons die every hour in the United States—we 
believe the most enlightened and humanitarian 
country in the world—of a preventable disease, 
such as smallpox, diphtheria, typhoid, plague, 
etc. This is not due to the lack of information on 
the part of medical science, but it is due either to 
the prejudice, ignorance or negligence of the 
public and law makers. This is plain language, 
but history reveals that it takes plain language to 
cause people to appreciate the truth. To be tactful 
is wise; to mince words is to manifest a lack of 
courage and to subvert the truth. 


How is medical progress and science effected? 
It is effected in a combination of three ways. One 
is the discovery of a disease, its identification and 
natural history. Another is the application of 
physiology, its principles of function and how 
function is affected by disease. And, the third 
is experimental work on patients. The humane 
use of animals is absolutely necessary. Animal 
experimentation is the outstanding method of 
medical science. In biology living things must be 
used; in physics and chemistry inanimate things 
are used. Animal experimentation is not only 
humane, but is a manifestation of the highest type 
of humanity in that it prevents unnecessary and 
random experimentation on man, 


Since one of the aims of the Century of Progress 
was to educate and lead people to appreciate the 
good that man has derived from the scientific 
advancement of the past one hundred years, the 
medical scientists of Northwestern University 
thought it was fitting that some of the contribu- 
tions made by the helpers of man—the lower 
animals—to human and animal welfare alike, 
should be exhibited. A modest, inexpensive ex- 
hibit was all that could be afforded. In spite of 
the fact that the subject could only be exhibited 
very incompletely and without drama and a loud 
noise, the exhibit has attracted much attention 
and has been of definite educational value. 
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At the request of the editor of CALIFORNIA ANnp 
WESTERN Menpicine, the following outline of the 
exhibit is submitted :* 


I 


CONTRIBUTION OF ANIMALS TO HUMAN HEALTH 
Mouse and Rat 
CANCER 


Heredity is an important factor in cancer of mice. 
It is not known to be so important in humans. “Tar 
cancer” can be induced in mice by the application of 
coal tar. Transplantation of cancer from mouse to 
mouse reveals the danger of handling cancers roughly. 
These little animals may help solve the riddle of 
cancer. 

PNEUMONIA 


Pneumonia is caused by the predominance in the 
lungs of one of several types of pneumococcus organ- 
isms. The mouse is used to diagnose the type, to 
determine the special kind of serum for treatment, and 
to standardize these serums which aid the patient to 
recover. 

VITAMINS 


Rats, because of their size and response, are ideal 
subjects for the study of these essential factors. 
Vitamin A Growth-Promoting 

Vitamin A is found most abundantly in butter, milk, 
egg-yolk, tomato, carrot, cod and haliver oils. Its 
absence from the diet causes failure of growth, dis- 
turbances of vision, keratinization of epithelial mem- 
branes, lowered resistance to infection, even sterility. 


Vitamin B Beriberi 


Vitamin B is found most abundantly in whole cereal 
grains, yeast, egg-yolk, and green vegetables. Its ab- 
sence from the diet causes beriberi, nervous disturb- 
ances, poor lactation, decreased appetite, and loss of 
tone of the gastro-intestinal tract. 


Vitamin C Scurvy 


Vitamin C is found most abundantly in oranges, 
limes, lemons, tomato juice, cabbage, and most fresh 
vegetables. Its absence from the diet causes scurvy 
and diseases of the gums and teeth. (The guinea-pig 
is used in vitamin C experiments.) 


Vitamin D Rickets 

Vitamin D is found most abundantly in oranges, 
cod- and tuna-liver oils, and is also produced by the 
exposure of ergosterol to ultra-violet. The body, upon 
exposure to sunlight, is able to produce this factor. Its 


absence from the diet results in faulty dentition and 
poor bone formation. 


Vitamin E Fertility 
Vitamin E is found most abundantly in wheat germ, 


lettuce, and watercress. Its absence from the diet of 
the rat causes a failure of reproduction (sterility.) 
Vitamin G 

Vitamin G is found most abundantly in yeast, 
glandular organs used for food (liver and kidney), 
fresh leafy vegetables, bananas, and tomatoes. Its 
absence from the diet results in skin eruptions, gastro- 
intestinal and nervous symptoms (pellagra). The dis- 
tribution of yeast by the Red Cross to the people in 
the depression stricken areas of the South has almost 
eradicated this “depression disease.” 


Pellagra 


Guinea-pig 
DIPHTHERIA AND TETANUS 


Antitoxins have reduced the death rate from diph- 
theria and tetanus. The potency of each lot of anti- 


*EpiTor’s NoTre.—On the walls of the exhibit booth, to 
the left of these explanatory legends, were grouped spec 
mens, sections and photographs, designed to clarify ' 
statements made in the text of the legends. 
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toxin can only be determined by testing its power to 
protect guinea-pigs against a fatal dose of diphtheria 
or tetanus toxin. 

TUBERCULOSIS 


Tuberculosis of the kidney can be detected in its 
early stages only by injecting sediment from the pa- 
tient’s urine into a guinea-pig and noting certain diag- 
nostic signs. 

This is a most delicate and valuable test. 


DIPHTHERIA 


Guinea-pigs are used: 

To test toxin for use in the Schick test to determine 
susceptibility to diphtheria. 

To test toxoid for preventive immunization against 
diphtheria. 

To test the virulence of the germ in cases of diph- 
theria carriers. 

SYPHILIS 


‘ 


The guinea-pig furnishes the “complement” for the 
Wassermann or blood test for syphilis. 


This test is of great value in diagnosing and control- 
ling treatment of the disease. 


GLANDERS 


Glanders in man and in the horse is almost invari- 
ably fatal. 


The guinea-pig is a valuable aid in diagnosing and, 
therefore, in preventing this disease. 


INFECTIOUS JAUNDICE 


Infectious jaundice (Weil’s disease) can be readil¥ 
diagnosed by injecting the patient’s blood or urine 
into a guinea-pig. 

HYDROPHOBIA 


Injection of an emulsion of the brain of a dog sus- 
pected of having rabies into the brain of a guinea-pig 
will establish the diagnosis in doubtful cases; effective 
treatment may then be instigated. 


Dog 
ETHYLENE ANESTHESIA 


In searching for a less upsetting anesthetic than 
ether, the superior properties of ethylene gas were 
discovered. This and many pain-killing and sleep- 
producing drugs used in medicine have been dis- 
covered by using the dog as an experimental animal. 


HOOKWORM INFECTION 


_The parasite called “hookworm” infects the intes- 
tines of man and dog. 


Experiments to relieve the dog of this destructive 
parasite led to the discovery of drugs which eliminate 
the worm from man and dog without harm to the 
host. 


SURGICAL ADVANCEMENT 


Many new and difficult operations have been first 
tried and perfected upon an anesthetized dog. Much 
of the pioneer knowledge of delicate brain, nerve. lung, 
heart, stomach, and blood-vessel operations we owe to 
the assistance of these canine helpers. 


INSULIN FOR DIABETICS 


The experimental removal of a dog’s pancreas 
caused sugar to appear in the urine. 
_ The “laboratory” diabetes thus produced resulted 
in the discovery of insulin, which is an extract of beef 


pancreas. Two million in the United States will bene- 
ht from this discovery. 


ADDISON’S DISEASE 


When the tiny adrenal glands of a healthy dog were 
removed the dog died with symptoms like those of a 
man afflicted with the always fatal Addison’s disease. 
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An extract from these same glands yielded “cortin,” 
which today relieves the sufferers of this formerly 
fatal disease. 
STOMACH 
Gastric Ulcer 
This photograph* is of Ajax, a dog living happy and 
well, ten years after the removal of his stomach. The 
information thus gained has been applicable to pa- 
tients suffering from stomach diseases such as ulcer, 
indigestion, and pernicious anemia. 


Digestion 


LIVER 

Relieved 
Feeding liver to dogs with anemia (pale, thin blood) 

caused red blood corpuscles to be abundantly formed. 

This discovery has made possible the control of per- 

nicious anemia in man by using fresh liver or con- 

centrated liver extract. 


Anemia Prevented and 


GALL-BLADDER 
Gall-Bladder Colic 


It was found that certain substances could be ad- 
ministered to a dog that were secreted in the bile, 
which made an x-ray of the gall-bladder possible. Ap- 
plying this fact to man, the gall-bladder can be seen 
to filland empty, thus detecting disease and stones. 


and Stones 


PARATHYROID 


Nervousness and Convulsions 


When a dog’s parathyroid gland is removed a nerv- 
ous excitable state with convulsions, and even death, 
results, due to the inability of the body to use its lime 
or calcium. Extracts from this gland now save the 
lives of many patients. 


RICKETS 


Bone Deformity Growth-Stunting 


Rickets was formerly a common disease.+ Now, due 
to experiments upon puppies, it is possible to prevent 
deformities through dietary management. 


Rabbit 

Syphilis Wassermann or “Blood Test” 

From the rabbit is obtained one essential ingredient 

of the test—the “amboceptor.” This is often the only 
means of diagnosing this disease. 

Modified Aschheim-Zondek Test 


The rabbit is used in this very reliable test for preg- 
nancy in its earliest stages and for the differential diag- 
nosis of a special type of tumor (chorio-epithelioma). 


Diabetes 


Pregnancy 


Assay of Insulin for Treatment 


Overdoses of insulin cause convulsions, unconscious- 
ness, and even death. The potency of each lot of in- 
sulin must be tested on rabbits before it is given to 
human patients. 


Hydrophobia Anti-Rabic Virus for Its Prevention 


This efficient prophylactic against this terrible and 
always fatal disease is the injection of ground-up, 
dried spinal cord or brain of a rabbit dead of rabies. 


Cancer Its Experimental Production 


Two Japanese scientists discovered that painting a 
rabbit’s ear with tar produced cancer. Much of our 
modern knowledge of cancer has resulted from this 
discovery. 


Anemia Diseases of the Blood-Forming Organs 


The red cells and leukocytes of the blood are formed 
in the bone marrow, which can be studied very con- 
veniently in rabbits. Much has been learned from this 
source. 


* Reference is to the photograph of the 
Ajax, placed to the left of the legend. 


¢ This legend referred to accompanying photographs of 
puppies. 


dog named 
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Horse 


Antiserums 


Horses produce the antiserums used successfully in 
the treatment or prevention of diphtheria, tetanus 
(lockjaw), epidemic meningitis, snake bite, botulism, 
pneumonia, and of scarlet fever. 


Cow 
Smallpox Vaccine 


This vial contains the lymph from cowpox pustules 
produced by inoculating the shaved and scarified skin 
of healthy calves with cowpox virus. Vaccination, dis- 
covered by Doctor Jenner in 1798, has reduced small- 
pox from the terrible pestilence of the eighteenth 
century to its present rare occurrence in the twentieth 
century. 

ENDOCRINE PRODUCTS 


From cattle slaughtered for meat are obtained most 
of the gland extracts used in the treatment of endo- 
crine deficiencies, such as thyroxin for cretinism and 
myxedema, parathorome for tetany; and insulin for 
diabetes. 

PERNICIOUS ANEMIA 


Extracts of the liver of cattle and of other animals 
furnish a specific treatment for this disease so uni- 
formly fatal before this method was discovered by 
experiments on dogs. 


Monkey 


By the use of the monkey much has been learned 
concerning the virus diseases which are not trans- 
missible to other laboratory animals. Among these 
are especially: 

INFANTILE PARALYSIS 


From the monkey it has been learned that this dis- 
ease is infectious, that the virus passes from the nose 
to the central nervous system; that a protective sub- 
stance is present in the blood serum of many normal 
adults and can be used in the treatment of the dis- 
ease, 

YELLOW FEVER 


By using the monkey a practical method of pro- 
tective immunization of humans against this disease 
has been discovered. Had this been known five years 
ago the lives of Doctor Noguchi and other martyrs 
to this disease would have been saved. 


II 


DISEASES TRANSMITTED FROM ANIMALS TO MAN 


Cattle 


Undulant fever—Called “infectious abortion.” 
mitted to man by milk. 

Tuberculosis—Transmitted by milk from tubercu- 
lous cows, especially to children. 

Septic sore throat—An acute disease acquired from 
contaminated milk. 

Anthrax—Acquired by man from handling the hides 
of cattle dead of anthrax. 

Actinomycosis—Called “lumpy jaw” in 
chronic and usually fatal disease in man. 

Tapeworm—Taenia saginata is acquired by eating 
uncooked infested beef. 

Cowpox—A mild disease in man that protects him 
from smallpox. Observation of this fact led Jenner to 
the discovery of vaccination. 


Trans- 


cattle. A 


Swine 

Trichinosis—A very painful and often fatal disease 
acquired by eating uncooked or poorly cooked “meas- 
ley” pork or sausage. 

Tapeworm—The tapeworm, Taenia solium, is trans- 
mitted to man by infested uncooked pork or sausage. 

Roundworm—This intestinal parasite may be ac- 
quired by man from the pig. 

Parathyroid fever, undulant fever, anthrax, and tuber- 
culosis may be transmitted to man from swine. 
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Goat 


Undulant fever—Also called “Malta fever.” It is ac- 
quired from the milk of infected goats. 


Sheep 


Anthrax—Sheep are the most common source of this 
fatal disease which occurs in man in three forms: 
“wool-sorter’s disease,” intestinal anthrax, and malig- 
nant pustule. Other diseases acquired from sheep are: 
Foot and mouth disease and liver flukes. 


Mouse 


Bubonic plague, tularemia, amebic dysentery, trichina, 
are spread to man by the mouse. 


Rabbit 


Tularemia—The rabbit is the chief source of in- 
fection in this very severe disease. 


Fish 
Tapeworm—The “fish tapeworm,” Diphyllobothrium 
latum is acquired from eating uncooked infested fresh- 


water fish. Its presence in man causes a 
anemia. 


severe 


Parrot 


Psittacosis—A severe and often fatal disease trans- 
mitted to man. 
Dog 


Echinococcus disease—Taenia echinococcus, a small 
tapeworm which sometimes inhabits the intestine of 
dogs, gives rise in man to cysts that may be the cause 
of death. 

Hydrophobia—The dog is the animal chiefly respon- 
sible for the perpetuation of this disease, so fatal to 
both man and dog. 

Tapeworm—A tapeworm, Diphyllidium caninum, 
may be acquired by man (especially children) from 
the dog. 

Mange—Of the three types of mange from which 
dogs suffer, one is transmissible to man. 

Ringworm—The dog is subject to four types of ring- 
worm which it may occasionally transmit to man. 

Scarlet fever—Dogs are susceptible to the scarlet 
fever germ. Close association of a dog with a child 
suffering from this disease may endanger other 
children. 

Cat 


Hydrophobia—The cat may transmit this disease to 
man; however, it is not so great a menace as is the 
dog. 

Poliomyelitis (infantile paralysis) —Cases of apparent 
transmission of this disease to man are on record 

Rat-bite fever—The cat may carry the germ of this 
disease. 

Giardia—An intestinal protozodn which may be ac- 
quired by man from the cat. 


Rat 


Entameba histolytica—The microorganism of amebic 
dysentery may be harbored by the rat and transmitted 
to man. 

Trichinosis—The rat is the chief source of infection 
of swine and, therefore, responsible for the perpetu- 
ation of the disease. 

Bubonic plague—The rat is the chief means of the 
spread of this terrible disease, especially in cities. 

Rat-bite fever—A chronic, disabling disease acquired 
from a rat bite. 

Tularemia and tapeworm — Diseases 
transmitted from rats to man. 


occasionally 


Horse 


Glanders—This is the most serious and frequent dis- 


ease transmitted from the horse to man. It is fatal 
to both. 
Actinomycosis, foot and mouth diseases, hydrophobia, 
are diseases occasionally acquired by man from the 
horse. 
Northwestern University, 
303 East Chicago Avenue. 
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SPECIFIC GRAVITY IN SPINAL ANESTHESIA 


By Evmer M. Bincuam, M.D. 
Riverside 


Discussion by C. D. Leake, Ph.D., San Francisco; 
Thomas A. Card, M.D., Riverside; C. Van Zwalenburg, 
M.D., Riverside. 


HILE spinal anesthesia is becoming more 

and more popular, many of the medical pro- 
fession would still refuse it for themselves and 
for their patients. Since detrimental after-effects 
have not been definitely established in many thou- 
sands of cases, this refusal must be based on a 
fear of the technique itself. While the procedure 
is simple in itself, a complete knowledge of all the 
factors is imperative. If the profession could 
visualize just what takes place in the spinal canal, 
their understanding of the procedure would be 
greatly increased. It was for this purpose that 
these experiments were done, accurate in principle 
and far simpler than the studies on dogs and 
cadavers. 


FUNDAMENTAL PHYSICAL FACTORS 


A few fundamental physical factors will be 
stressed which have not been emphasized suffi- 
ciently before. These factors are based on the 
specific gravity of the solutions involved. As early 
as 1907, the specific gravity of the anesthetic agent 
was augmented to 1.030 and 1.080 by the addi- 
tion of dextrose and saline. Some twenty years 
later Pitkin developed an agent of specific gravity 
less than that of spinal fluid. The importance of 
specific gravity has been considered and discarded 
from time to time. The present experiments may 
aid in explaining failures of the past and in avoid- 
ing failures in the future. 

A simple laboratory experiment will effectively 
demonstrate the rdle of specific gravity in con- 
trolling the anesthetic level obtained. An artificial 
spinal canal is readily made from a piece of glass 
tubing two feet long and of sufficient caliber to 
contain fluid equivalent to that in the spinal 
canal—60 cubic centimeters. (This amount varies 
in the canal and has not been established.) One 
end of the tubing is bent upward to form a reser- 
voir representing the cranial cavity, and to pro- 
duce pressure. A short segment at the other end, 
joined by a piece of rubber tubing, permits the 
punctures to be made. For accuracy, the cervical, 
thoracic, and lumbar curves are added, but these 
are not essential in demonstrating the principle. 
This canal is filled with dextrose-saline solution 
of specific gravity equal to that of spinal fluid—in 
the absence of spinal fluid itself. The anesthetic 
agent is colored with a drop of methylene blue. 


Lumbar’ 


| Cervical ' 


Thoracic 


Fig. 1.—The glass canal with Novocain solution. 


SPINAL ANESTHESIA—BINGHAM 


ANESTHETIC SOLUTIONS 


Three groups of anesthetic solutions are con- 
sidered : 

1. Those lighter than spinal fluid, specific grav- 
ity less than 1.005 +. These include spinocain 
and aqueous solutions of novocain of less than 
214 per cent. 

2. Those approximately the same as spinal fluid, 
specific gravity 1.004-1.008. These include nuper- 
cain (0.5 per cent of the agent in buffered solu- 
tion) specific gravity 1.003; pantocain 1 per cent 
in 0.67 per cent saline solution, specific gravity 
1.0068 ; and aqueous solutions of novocain of 214 
per cent, specific gravity 1.005. 

3. Those heavier than spinal fluid, specific grav- 
ity greater than 1.005 +. These include all solu- 
tions of novocain crystals in spinal fluid, gravocain, 
and nupercain or pantocain, to which novocain 
crystals have been added. The specific gravity will 
vary with variations in amounts of crystals or 
solution used. 

While the specific gravity of the spinal fluid 
will vary in different individuals, or with the state 
of hydration or disease, this variation is negligible 
in comparison with the wide variations in the 
specific gravity of the anesthetic solutions; espe- 
cially so when spinal fluid is used as the solvent. 
The volume of spinal fluid and the pressure will 
vary, but can have little bearing. The final specific 
gravity of the injected fluid is the only factor to 
be considered in determining the amount to be 
injected and the subsequent posture of the patient. 
Those who routinely dissolve 200 milligrams of 
novocain crystals in 2 cubic centimeters of spinal 
fluid must depend entirely on posture to control 
the level; the resultant 10 per cent mixture flows 
too rapidly in the canal to be easily controlled. 
The agents giving prolonged anesthesia are of 
definite value, but they cannot be given with the 
same technique used for novocain crystals, if the 
level of anesthesia is to be under control. 


RESULTS NOTED 


1. Spinocain: When the canal is level, the an- 
esthetic solution rises to the top of the tube and 
slowly spreads out in both directions, leaving the 
lower half of the tube clear. Thus, with the 
patient placed immediately on his back, motor 
paralysis, but little sensory change, may be pro- 
duced. With the “head” elevated 15 degrees, the 
anesthetic is all in the reservoir in less than ten 
minutes, leaving the entire canal clear. When ele- 
vated only slightly the anesthetic spreads upward 
rapidly. A study of the spine in the lateral view, 
or a glance at the diagram shows that there are 
no obstructing curves for floating solutions until 
the upper cervical region is reached, and then only 
a slight curve. With the head lowered 15 degrees, 
the solution accumulates in the caudal end of the 
canal, diffusing too slowly to reach satisfactory 
levels before the agent is fixed or inactivated by 
the tissues. 


2. Nupercain and pantocain: These solutions 
behave in much the same manner, pantocain being 
slightly the heavier. Diluted with spinal fluid be- 
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fore injection, the specific gravity approximates 
that of the fluid itself, and the agent remains 
practically stationary when the tube is tilted. Dif- 
fusion during fifteen minutes is very slight. Thus 
the level will depend on the volume injected; the 
posture of the patient and the angle of the table 
will have little, if any, influence. Is this perhaps 
the explanation for the fewer unfavorable re- 
actions seen with these drugs than observed with 
novocain? They do not drift, therefore are not 
so likely to reach the higher levels. 


3. Solutions of novocain crystals in spinal fluid: 
The specific gravity of these solutions varies with 
the concentration, reaching 1.025 when 200 milli- 
grams are dissolved in 2 cubic centimeters of 
spinal fluid (10 per cent). The addition of nuper- 
cain or pantocain makes no difference—all are 
heavier than spinal fluid unless used in aqueous 
solution. Therefore, they drift when the tube is 
tilted. The rapidity of the drift is proportional 
to the concentration, and depends also upon the 
angle of the tube: 2 cubic centimeters of a 10 per 
cent solution will reach as high a level as 8 cubic 
centimeters of a 2% per cent solution, with the 
“head” lowered. These solutions layer along the 
lower portion of the canal, reaching sensory rather 
than motor nerves. There is an added factor of 
safety provided by nature when these solutions 
are used: drifting along the posterior surface of 
the canal, their spread is inhibited by the upward 
curve of the canal in the midthoracic region. 
Unless the table is lowered too acutely, the an- 
esthetic will accumulate in this region and go no 
higher. Does this not explain why so many of 
these anesthetics stop at the costal margin or 
nipple line? The thoracic curve should be given 
more credit for the small number of high levels 
which are seen. Therefore, increase this curve 
by placing the head and shoulders on a pillow. 
Mechanical dilution, as the anesthetic spreads, is 
the only other factor of safety. When the an- 
esthetic has become fixed, the Trendelenburg posi- 
tion may be used and is desirable. When punc- 
tures are made with the patient horizontal, the 
downward curve or inclination of the canal may 
also be a factor in starting this drift. 

4. The needle bevel: In these experiments it 
was found that the direction in which the 
bevel of the needle pointed made little difference 
when the injection was slow. When the solution 
was injected rapidly, or when a needle of small 
caliber was used, the anesthetic could be forced in 
the direction the bevel pointed. If spinal fluid 
pressure has any bearing, it is on this factor. 

5. Diffusion and dispersion: By layering spinal 
fluid and the various anesthetic agents in test 
tubes, the rate of diffusion was studied. In fifteen 
minutes the amount was hardly perceptible, while 
in two hours it was insignificant. The higher con- 
centrations of novocain showed a greater dif- 
fusion, as should be expected. The spinal canal is 
not a test tube and the spinal fluid is not entirely 
without circulation. The dispersion of the an- 
esthetic agent may be increased by movements of 
the patient, especially flexion or extension of the 
spine. Pulsations of regional vessels may set up 
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small currents which favor dispersion. On the 
other hand, branching nerves may interfere with 
the fluid dispersion, or with its flow due to spe- 
cific gravity. Proper technique should avoid un- 
necessary motion of the patient. 


CONCLUSIONS 


1. The specific gravity of the agent used in 
spinal anesthesia is important, and must be con- 
sidered in giving safe anesthetics. 


2. An anesthetic agent of specific gravity greater 
than spinal fluid is desirable because: (a) The 
effect is primarily sensory; (b) the level may in 
part be controlled by the angle of the table; 
(c) the natural curves of the spine and canal in- 
hibit the flow of the agent to higher levels. 


3. The spread of the anesthetic agent by dif- 
fusion is insignificant. 


4. Since the spinal canal varies in diameter at 
different levels, the height reached is better con- 
trolled by drift than by volume injected. 

Riverside County Hospital. 


DISCUSSION 


C. D. Leake, Ph.D. (University of California Medi- 
cal School, San Francisco).— My qualifications are 
such that I may attempt to discuss only those por- 
tions of Doctor Bingham’s interesting paper which 
relate to the drugs he mentions. To begin with, it 
is high time that the medical profession realized the 
tremendous importance of the names of drugs. Com- 
mercial pharmaceutical houses frequently take ad- 
vantage of the ignorance of physicians with respect 
to chemistry by disguising, under a readily remem- 
bered trade-marked name, a common chemical or mix- 
ture of chemicals which then may be exploited at 
exorbitant prices. The names of chemicals given in 
the United States Pharmacopeia are public property, 
and it is in the interest of public welfare to use these 
names, and these names only, when referring to the 
chemical to which they are applied. Thus, “Novocain” 
is the trade-marked name, owned exclusively in the 
United States by the H. A. Metz Laboratories, Inc., for 
the chemical described in the United States Pharma- 
copeia as procain. Since procain is the public name, 
its general use by physicians would tend to keep the 
chemical described under this name on an open com- 
petitive basis so that no unreasonable prices may arise 
from the exploitation of a trade-marked name. “Spino- 
cain” is also a trade-marked name, owned exclusively 
in the United States by the H. A. Metz Laboratories, 
Inc., and it is given to a mixture of salts of procain 
and strychnin with starch. There is no pharmaco- 
logical reason whatsoever to include strychnin in a 
local anesthetic solution, and it is extremely doubtful 
that the addition of starch produces changes in specific 
gravity which are sufficiently pronounced to prevent 
diffusion and flow of the mixture in spinal fluid in the 
body. Dr. G. B. Pitkin, who is said to have developed 
“Spinocain,” seems to specialize in the promotion of 
peculiar mixtures of drugs which the H. A. Metz 
Laboratories, Inc., have trade-marked to exploit to 
physicians (Journal of the American Medical Association, 
99:936, September 10, 1932). “Gravocain” is a new 
one for which I can find no reference in reliable medi- 
cal literature, but I expect that it is a trade-marked 
name of a slight variant of a starch and local anes- 
thetic mixture similar to “Spinocain.” In order: to 
make any chemicals available for medical use, it 1s 
necessary to give some commercial protection to the 
company first undertaking to manufacture them. This 
is customarily done by patenting the chemical, and 
usually by trade-marking it at the same time. The 
patent rights expire after seventeen years, when any- 
one may compete in the manufacture of the agent. 
Unfortunately, however, the trade-mark is indefinite. 
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Trade-marked names are the only ones possible for 
patented drugs. As soon as the patent expires, how- 
ever, a public name should be given to the drug, if it 
is a useful one, in the pharmacopeia, and then phy- 
sicians should only use the public name. “Nupercain” 
is the trade-marked name of a patented quinin deriva- 
tive developed by the Ciba Company, Inc., and until 
the patents on it expire it can have no other name. 
“Pantocain” is also a trade-marked name for a pat- 
ented local anesthetic of the procain series, and again 
no other name can be used for it until the patents 
expire. 

The pharmacologic evaluation of local anesthetics is 
a long and tedious task. Clinicians do not always ex- 
amine such scientific studies with the care which they 
deserve. Usually the clinician relies upon the adver- 
tising material distributed by the company interested 
in exploiting the local anesthetic. It is doubtful if 
any new local anesthetic can be demonstrated to be 
superior to procain for spinal anesthetic, because of 
its almost unique wide margin of safety between the 
effective anesthetic dose for nerve tissue on local 
application and the dosage required for toxic effect. 


% 


Tuomas A. Carp, M.D. (Glenwood Building, River- 
side).—Doctor Bingham has pictured very graphically 
the dissemination of anesthetic agents when injected 
into the spinal canal. The relation of specific gravity 
of these agents and the posture of the patient is also 
beautifully illustrated. This experimental work bears 
out the clinical findings of Maxson in CALIFORNIA AND 
WesTERN MepicinE, November, 1933. 


The control of spinal anesthesia levels has been one 
of the big problems in this field of anesthesia. Many 
surgeons are slow to adopt a method so adaptable and 
so safe for many operations because of the feeling of 
insecurity in controlling the anesthetic. For some 
months, in my service at the Riverside County Hospi- 
tal and in my private practice, I have followed the 
principles as set out in this paper, and I have found 
that the anesthetic level has been more accurately con- 
trolled than by the technique previously used. 


% 


C. Van Zwarensurc, M.D. (308 Citizens National 
Bank Building, Riverside) —This clever device makes 
a very clear demonstration of the important factors 
controlling the degree and the level of anesthesia. 


The colored fluid is easily followed with the eye, 


and shows definitely the rate, the extent and the direc- 
tion of its diffusion. 


If those using spinal anesthetics will repeat this 
demonstration, their ability to locate and limit the 
degree and extent of anesthesia will be greatly ad- 


vanced, and the safety of the patient more nearly 
insured. 
& 


Docror BincuaM (Closing).—Doctor Leake has called 
attention to a rather common error made in discus- 
sions and literature on procain anesthesia. We have 
been using novocain clinically and experimentally. 
Gravocain was also developed by G. B. Pitkin in a 
manner similar to spinocain, but heavy as the name 
implies. It is also marketed by H. A. Metz Labora- 
tories, Inc., and was intended for use in obstetrics 
where the Trendelenburg position is undesirable. The 
only objection to novocain or procain anesthesia is its 
limited duration. 


Nothing has been said regarding anesthetics ad- 
ministered with the patient in a sitting position. It 
1s a technique which we have not used. If the anes- 
thetic solution is heavier than spinal fluid, it falls to 
the base of the canal and must be disseminated from 
this point. For anesthesia limited to the rectum and 
perineum, it should be the procedure of choice. Obvi- 
ously, the sitting posture must not be used with an- 
esthetic solutions lighter than spinal fluid. 
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THE PROBLEMS OF OBESITY* 


By Avrrep E. Koenter, M. D. 
Santa Barbara 


Discussion by Lovell Langstroth, M.D., San Francisco; 
Bertnard Smith, M.D., Los Angeles; Fletcher B. Taylor, 
M. D., Oakland. 


“Leave gormandizing; know the grave doth gape 
For thee thrice wider than for other men.” 
Shakespeare, Henry IV. 


HE lay person is concerned with overweight 

largely from the standpoint of appearance and 
the fashion of slenderness, but to the physician 
it is a problem of disease and life expectancy. It 
is hardly necessary to dwell on the dangers of 
obesity to a medical audience. It will suffice to 
mention structural and postural strains, increased 
hazard in infectious diseases, shortening of life 
span, associated mental and emotional disturb- 
ances, increased incidence of gall-bladder disease, 
disturbances in cholesterol metabolism and, above 
all, the relation to cardiovascular disease. There 
is, indeed, an opportunity for meditation on this 
latter point, if the recent claims of von Zorday* 
are correct: that in the light of the more modern 
and delicate methods, 90 per cent of obese patients 
show evidence of injury to their circulatory appa- 
ratus. There can be little doubt of the important 
role that overweight plays in the ever-increasing 
death rate due to the so-called degenerative dis- 
eases, particularly hypertension, myocardial dam- 
age, and diabetes. 


The present-day real problems of obesity are 
related to its cause or causes. It is altogether 
probable that, in understanding the etiology of 
overweight, we will have a proportional increased 
insight into the causes of the associated degenera- 
tive diseases. 


We have approached the problem largely from 
the standpoint of the energy balance. There is 
nothing that throws any doubt on the validity of 
applying the basic laws of energy to the problem 
of weight. It is presumptuous to disregard the 
first and second laws of thermodynamics, and state 
that certain subjects could not be reduced by an 
adequate diminishing of caloric intake; and yet 
this statement is frequently made or implied even 
in present-day literature. Obesity is demonstrably 
a condition in which the caloric intake is in excess 
of the maintenance requirement. 


METHODS 


Our studies for the past few years have con- 
cerned themselves primarily with the determination 
of the maintenance requirement in underweight 
and overweight. Chamber calorimeter measure- 
ments in the past have been inadequate, inasmuch 
as exact living conditions could not be duplicated 
for sufficiently long periods of time. We have 
used the following two methods in which the liv- 
ing conditions were not disturbed and the energy 


*From the Santa Barbara Cottage Hospital and the 
Sansum Clinic, Santa Barbara. 

Read before the General Medicine Section of the. Cali- 
fornia Medical Association at the sixty-third annual 
session, Riverside, April 30 to May 3, 1934. 
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balances were determined over periods of one or 
many months: 


1. The caloric intake was so adjusted that the 
patient neither gained nor lost. 


2. The maintenance value was determined on 
submaintenance diets (800 to 1000 calories) by 
calculating the daily weight loss, as fat or nitro- 
gen, in terms of caloric values, and adding these 
to the caloric intake. 

The second method is the more practical, in- 
asmuch as it permits the patient to reduce while 
the observations are being made. This method 
requires the determination of the nitrogen bal- 
ance, which was done by the Kjeldahl method. 


CALORIC VALUE OF ADIPOSE TISSUET 


The caloric value of adipose tissue was deter- 
mined in a series of obese cases by removal and 
analysis of tissue obtained during laparotomy. 
The average of the analysis was as follows: fat, 
90 per cent; protein, 0.10 per cent; carbohydrate, 
trace, mean caloric value of one kilogram, 8,100 
calories (one pound equals 3,670 calories). Thus, 
a subject losing one-half pound (0.226 kilogram) 
a day, and remaining in nitrogen balance, would 
consume 1,835 calories for the combustion of this 
fat; and if the caloric intake was 1,000 calories, 
then the total (1,000 plus 1,850, or 2,850 calories) 
would represent the maintenance caloric value. 
In our series, correction was made for protein 
lost or retained as determined by the nitrogen 
balance. 

MAINTENANCE CALORIC VALUES 


Table 1 gives the results of study of thirty- 
six cases of obesity grouped under various di- 
visions of maintenance requirements. The average 
amount of daily activity was estimated for these 
cases as ranging from two to seven miles walk- 
ing. (In the later part of this series, the mileage 
was actually determined by a pedometer. None of 
these cases was bedridden.) Since one mile of 
walking equals about fifty-seven calories, or six 
grams of fat,’ the maximum amount of walking 
in this group of patients represented at the most 
(7x 56.8) 398 calories or (7x6) 42 grams of 
fat per day. 

The maintenance requirement of the cases 
studied (Table 1) varied from 800 to 3,500 cal- 
ories. Of the cases studied, 63.9 per cent fell in 
the 1,500 to 2,500 caloric range, and 36.1 per cent 
in the 2,000 to 2,500 caloric group; which we be- 
lieve is approximately the caloric requirement for 
normal persons of similar age and activity. It 
will be noted that some cases exceeded the normal 
intake by 1,000 calories. With a maintenance of 
3,450 calories (highest observed), the caloric in- 
take must, of course, have been considerable in 
excess, for many of these cases were in a state 
of weight-gaining before the period of observa- 
tion. Some of the values in this series includes 
the effect of thyroid medication; but since we 
rarely use thyroid when weight loss is satisfactory 
(as it always is in subjects with higher caloric 


+ The lengthy detailed data will be published elsewhere. 
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TABLE 1.—Determined Maintenance Caloric Require- 
ment for Twenty-four Hours of Thirty-six Obese 
Cases 


incite 
Per Cent Maintenance 
of Total Calories 


5.6 800-1,000 
J 1,000-1,500 
1,500-2,000 

2,000-2,500 

2,500-3.000 

3,000-3,500 


Number 


— 
WAwWorLoty 


requirements), the thyroid effect must be sub- 
tracted from some of the cases with the lower 
values. This still further lowers the already low 
maintenance values. 


The above deductions are, of course, only valid 
provided that no gross changes in the water- 
balance have occurred. It is usually assumed that 
the shorter periods of one or two weeks in which 
subjects fail to lose weight—as, for example, 
Grafe’s * case—are due to water retention. If this 
is the case, then there should be a greater cor- 
responding loss of weight later as the water is 
again lost; or, if the water is not lost, then if 
sufficient time elapses, say three or more months, 
sufficient hydration should be established to be 
demonstrable. Such a condition, of course, ex- 
isted in the so-called war edema, but we have not 
been able to demonstrate any hydration, with a 
few possible exceptions in any of our cases, either 
objectively or in changes in serum proteins, spe- 
cific gravity or water content. Our studies in 
regard to blood hydration are not completed ; but 
our data to date in a small series of normal, obese, 
reducing and reduced subjects show no signifi- 
cant variation that would lend itself to support 
the hydration theory. 


THE DECREASE IN MAINTENANCE REQUIREMENT 


The maintenance requirement on a reducing 
diet is by no means constant. As subjects are on 
a constant submaintenance diet, the maintenance 
requirement gradually approaches at least to a 


Taste 2.—The Nitregen Balance in Twenty-four 
Cases of Obesity With a Protein Intake of 
Eighty-six to Ninety-three Grams 


Caloric Intake 

Nitrogen ooo 
Balance 790-900 900-1,010 790-1,010 
Gram 
+3 to4 
+2 to3 
+1 to 2 
+0tol 


Total 


or | oOrrKo 
o| own 
| Om tboe 


~ 
oS 


(41.7% of total) 


—0 tol 
—1l1 to2 
—2to3 
—3to4 
—4tod 
—6 to 6 
—6 to7 


oo | OH Oro cor 
a | HOMmHRHOF 
| 1s mseocotocete 


Total 1 


a 


(58.3% of total) 
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TaBLe 3.—Reducing Diets 








Protein 
Gram 


Carbohydrate 
Gram 


Fat 


Diet According to: Calories Gram 





Group I* 





1,100 
1,600 


172 81 
170 


Banting 





Oertel, maximum .. 


1,180 
1,300 
1,400 
1,000 
1,116 
1,086 
1,300 
1,300 
1,010 
1,008 


Dertel, minimum .. 

Ebstein 

Hirschfeld, maximum .................. 
Hirschfeld, minimum .... 

Kisch, maximum 

Kisch, minimum .. 

v. Noorden (a) ... 

v. Noorden (b) .............- 7 
Moritz, milk cure, av. 1,600 c.c. 
Umber 

Dujardin-Beaumetz .... 


Bouchard 


1,457 
1,250 


Evans and Strong 





























90 
51 
96 








83 
58 

















Group ITs 


Western hospitals: 
minimum 
Eastern hospitals: 


maximum..... 
minimum 


600 to 1,000 


average 


1,250 to 1,500 


certain limit the caloric value of the diet, as is 
manifested by a gradual decrease in daily weight 
loss. 

In a series of twelve obese cases that had been 
on a constant diet (800 to 1,000 calories) for a 
period of at least six months, it was noted that 
the average daily weight loss for the first three 
months was 0.188 kilogram (0.413 pound), while 
for the second, or last three months, it was 0.069 
kilogram (0.151 pound), a decrease of 56.9 per 
cent. For the comparable period, the average basal 
caloric requirement changed from 1,599 to 1,534 
calories, a decrease of only 4.1 per cent. In some 
of these cases thyroid was given during the second 
three months in amounts that raised the basal 
caloric value considerably above that for the first 
three months, and at the same time there was a 
decrease in the daily weight loss or total metabo- 
lism. This diminution in total metabolism is one 
of the important and difficult problems associated 
with weight reduction in the markedly obese. It 
is usually easy to take off the first fifty pounds, 
but the second and third fifties may represent real 
difficulties. The reason for the diminution in 
metabolism may be found in the attempt of the 
body to conserve its needs in the face of depriva- 
tion of which the caloric deficiency is the most 
outstanding. It was of particular interest for us, 
however, to note that in the twelve cases studied 
Irom the standpoint of diminution in the total 
metabolism, seven cases in which the nitrogen bal- 
ance was determined all showed a greater protein 





70 
50 


loss than intake. Since there is no demonstrable 
excess of protein in obesity (the nitrogen content 
of our analyzed adipose tissue was insignificant), 
loss of protein may mean a loss from normal 
essential protoplasm, and the organism may lower 
its total metabolism to conserve this most impor- 
tant constituent. Further work on this phase of 
the problem is in progress. 


THE NITROGEN BALANCE 


Table 2 shows the nitrogen balance in twenty- 
four cases of overweight subjects with a protein 
intake of 86 to 93 grams per day. The majority 
of cases on either the 800 or 1,000 calorie diets 
were in negative nitrogen metabolism. Of the 
total cases studied (800 to 1,000 calories), 58.3 
per cent lost more protein than they received. In 
four cases the loss amounted to 5 to 7 grams 
nitrogen or 31 to 44 grams protein daily. In gen- 
eral, patients who were on a nearly balanced pro- 
tein diet had more energy, and better mental spirit. 
In all probability, diets deficient in protein are 
unwise. The higher protein requirement of the 
reducing diet, as compared with the normal diet, 
is of course due to the lack of the sparing action 
of carbohydrates and fats in the diet. 

An inspection of the American reducing diet 
reveals a shortage of protein (see Table 3) while 
the German diets, using 90 to 172 grams, should 
be adequate. In the light of our present infor- 
mation, I believe that the 800 to 1,000 calorie diet 
should contain at least 90 to 100 grams protein, 
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not less than 70 to 80 per cent of which should 
be of high quality (milk, cheese, meat, or eggs). 


COMMENT 


Obese individuals can be divided, as outlined 
above, into two classes: (1) those with a mainte- 
nance metabolism above the normal range, and 
(2) those with a metabolic requirement below the 
normal level. In the first group, the treatment is 
simply that of reducing the caloric intake with an 
otherwise adequate diet, and weight reduction is 
always satisfactory. In the second group the treat- 
ment consists of increasing the energy demands. 
This can best be accomplished by exercise, and 
also by gradually and carefully pushing thyroid 
me dication to symptomatic tolerance. There is no 
evidence in the literature, or in our experience, 
that any pituitary or gonadal preparations are of 
any value in increasing the energy output. In the 
second group, the use of dinitrophenol may be 
indicated ; but our experience with it on weighed 
diets has not been satisfactory, and toxic compli- 
cations have caused us to discontinue its use until 
such time when careful experimental study has 


fully demonstrated its usefulness, limitations, and 
dangers. 


Any means or medication in obesity that in- 
creases the energy metabolism, and consequently 
increases the load on the cardiovascular apparatus, 
must be used with the greatest caution in a con- 


dition with such a high percentage of circulatory 
involvement. 


SUMMARY 


1. Adipose tissue obtained from obese subjects 


is equivalent to about 8,100 calories per kilogram, 


or 3,670 calories per pound. The fat tissue con- 
tained an insignificant amount of protein. 


A method is outlined for determining the 
maintenance caloric requirement based on the 
weight loss calculated as the equivalent of fat 
burned and the caloric intake. Calculations over 
short periods of time are not reliable. 


3. Based on this method, we have determined 
the maintenance value of thirty-six cases, and have 
found the majority of cases within or close to the 
normal range. Some were in the vicinity of 1,000, 
and others over 3,000 calories. 

4. The maintenance requirement gradually de- 
creases on a reducing diet, and the daily weight 
loss gradually diminishes. 

With a protein intake of about 90 grams and 
caloric value of 800 to 1,000, the majority (58 per 
cent) of our cases studied (twenty-four) showed 
a negative nitrogen balance. The protein intake 
should be 90 to 100 grams and higher in some 
cases. 

We have found no reason to believe that 
hydration is an appreciable factor in the majority 
of cases in decreasing weight loss, as judged by 
objective findings and studies on blood plasma 
hydration when the periods of observation were 
extended three to six months. 

317 West Pueblo Street. 
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DISCUSSION 


Lovett Lanostrotu, M.D. (516 Sutter Street, San 
Francisco).—There is no question but that obesity 
and degenerative disease are frequently associated; the 
fat individual is certainly not as good a risk as the 
normal one. But I am not so sure that the relation 
of obesity to degenerative disease is anything more 
than a mechanical effect. It is certainly safe to say 
that obesity impedes exercise, tends to prevent the 
normal expansion and contraction of the blood vessels 
so necessary to vasomotor elasticity, prevents full nor- 
mal respiratory movement, and throws an enormous 
weight load on the circulatory system. 


The present interesting method of determining 
maintenance caloric requirement is, of course, based 
on present-day knowledge of thermodynamics. But we 
should not suppose that the problem is by any means 
solved. Doctor Koehler’s own figures show another 
aspect of the problem that is familiar to all of us: he 
states that he maintained two patients on diets of 800 
to 1,000 calories, and that in order to cause them to 
lose weight he had to resort to thyroid or to increased 
exercise. Now the basal requirement of these patients, 
as determined by indirect calorimetry, was probably 
300 or 400 calories above the maintenance requirement, 
as determined by him (in twelve of his cases it was 
1,500 plus calories). We thus have the paradox of 
a patient who consumes, theoretically, 1,500 calories 
holding his weight on a diet of 1,000 calories or less. 
If these patients are not getting more than the diet 
given, and if we are not overestimating the basal cal- 
oric requirement, we must be misunderstanding the 
laws of thermodynamics. 


Furthermore, I do not see how we can explain the 
wide spread in the maintenance requirements of the 
various patients (800 to 3,500 calories) by anything 
but individual peculiarity. Whatever the response to 
dietotherapy, and regardless of the laws of thermo- 
dynamics, I do not believe that this spread is brought 
about merely by increased caloric intake; it cannot be 
adequately explained by the basal requirements. In 
other words, I do not believe that obesity is merely 
a problem of increased food intake. My experience 
and the experience of others is that many of these 
patients have a special tendency to overweight with- 
out disease of the ductless glands, and in spite of the 
fact that they live on average diets. I am at a loss to 
explain their obesity on the basis of our present 
knowledge of thermodynamics. 


On the other hand, there is undoubtedly a psycho- 
logical aspect to the problem of obesity. A few ot 
these patients satisfy their will at the table because 
that is one place where no one can say “no” to them; 
a reducing diet is an intolerable frustration. They 
rationalize their desire to give it up by developing new 
symptoms which cannot be controlled unless one goes 
behind the diet to the more fundamental problem ot 
the will. 


2. 
oe 


Bertnarp Smitx, M.D: (1930 Wilshire Boulevard, 
Los Angeles).—Doctor Koehler has presented a simple 
method of estimating caloric maintenance values that 
may be of practical value in the dietetic treatment 
of obesity. However, the actual problems in weight 
reduction are found when the actual maintenance re- 
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quirement is so low in caloric value as to make diet 
reduction to the extreme low values a serious risk of 
critical disturbances of body chemistry. It is probable 
that these problems will be shown in the full data of 
Doctor Koehler’s studies. 

Respiratory studies on obese cases in the last two 
years have indicated variations from normal that 
closely resemble the studies carried through on pa- 
tients with circulatory failure. The causal factors in 
the obese appear to be mechanical and chemical. The 
mechanical factor should be cleared as the excess de- 
posits of fat are lost with reduction of weight. The 
control of the body chemistry in obesity should be- 
come more difficult to control when methods of treat- 
ment include any method that stimulates the general 
body metabolism, either by exercise or medication. 

The obese show an abnormal lactic acid response 
to moderate exercise that is abnormal, and which ap- 
pears due to diminished power in these individuals to 
normally store carbohydrate. It is important that 
cases of obesity should be held under close study 
for some time after exercise is prescribed, and there 
is certainly a need for all the caution that Doctor 
Koehler advises when any medication is used to fur- 
nish this stimulation. 


With the high lactic acid response in obesity to 
moderate exercise, there may occur some compensa- 
tory shifting in basic ions in the attempt to maintain 
acid-base balance in body fluids. It would seem possi- 
ble for this change of base to cause a negative fluid 
balance sufficient to effect weight and still give no 
indication of hydration by the more simple studies on 
plasma fluid increase. 


Maintenance of nitrogen balance depends on other 
factors than the figure for the diet protein. If adequate 
carbohydrate is furnished to protect a defective stor- 
age and to be fully antiketogenic, it is possible that 
high-protein feeding may not be necessary, and with- 
out this protection from carbohydrate, even an excess 
of protein may fail to hold the patient in nitrogen 
balance. 

& 


FLETCHER B. Taytor, M.D. (400 Twenty-ninth Street, 
Oakland).—The careful study here reported will make 
weight reduction safer and more certain. It is safer 
to remove fat tissue than to remove protein from an 
individual. Life and activity depend more immedi- 
ately upon protein than upon fat. An individual can 
spare the removal of potential energy of fat more con- 
servatively than the removal of the kinetic material 
of a muscle or of a gland, composed largely of pro- 
tein. So protein is given in large amounts to a re- 
ducing patient in order to protect his protein working 
capital. Doctor Koehler finds that even when thus 
fortified there is some overdraught on the protein 
structures when fat and carbohydrate are limited. 


High protein feeding also has the advantage of in- 
creasing the call for calories and thus causing a more 
prompt weight reduction. The feeding of protein is 
like the giving of thyroid, and for the same reason. 
Both increase the caloric demand. 

_Many overweight patients lose weight rapidly at 
first, but are unable to continue losing on the same 
regimen. If Doctor Koehler’s results are correct, such 
people have a changed bodily economy, a response 
toa caloric depression in two ways: (1) They learn to 
require less, and (2) they learn to assimilate more 
calories from the food submitted. They may be likened 
to destitute miners, who decrease their expenses while 
Searching more carefully for small nuggets. 

» 

Docror Koeuxer (Closing).—It is true that if we 
take the basal caloric value as determined by the usual 
basal metabolic test as the basis of calculating the 
total twenty-four-hour requirement, the maintenance 
values thus obtained appear too low. On the other 
hand, the validity of assuming the standard metabolic 
rate as the minimum can be questioned. It is well 
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known that during sleep and during periods of espe- 
cially complete relaxation such as may follow exercise, 
the metabolic rate may drop below the morning rest- 
ing and fasting rate. But even with these allowances 
this paradoxical situation is difficult to explain. If I 
inadvertently give rise to the supposition that the 
problem is solved, may I emphatically say that this is 
not the case. On the fundamental problem, as to why 
it takes 3,000 calories to maintain the weight of one 
individual and 1,500 for another under apparently com- 
parable conditions, we have little information. Simi- 
larly, we know nothing of the mechanism by means 
of which the body institutes a neconomy program to 
lower the maintenance requirement to meet a reduced 
intake. On the other hand, these are tremendously 
important problems. 


CRANIOCEREBRAL INJ URIES—THEIR 
MANAGEMENT* 


By Cart WHEELER RANp, M.D. 
Los Angeles 


Discussion by Howard C. Naffziger, M.D., San Fran- 
cisco; Samuel D. Ingham, M.D., Los Angeles; Cyril B. 
Courville, M.D., Los Angeles. 


F one were to sum up, in a single word, the 

most important attitude of the physician in 
handling craniocerebral injuries, ‘“watchfulness” 
would perhaps be most appropriate. Recently 
there has been on foot a tendency to form outlines 
for standardization in the treatment of head in- 
juries. Such efforts are commendable, and in the 
bye and large are beneficial, for they bring out the 
general principles involved. They are, however, 
necessarily rather inelastic and cannot be expected 
to meet all the varied conditions which present 
themselves in a series of craniocerebral injuries. 
It would be impossible, for example, to make a 
comprehensive outline for the treatment of frac- 
tures of the long bones, of pneumonia or of any 
other serious illness. The handling of complica- 
tions, which is a very important phase of any 
disease, would necessarily be inadequately covered. 
The same applies to the subject in hand, for no 
two cases of craniocerebral injury are alike. 

SHOCK 

Every case of head injury is accompanied by a 
certain degree of shock. Naturally, the first treat- 
ment should be directed toward this condition. 
Unnecessary handling and fast transportation 
should be avoided. Body temperature should be 
maintained, and not infrequently stimulation and 
fluids given early. This period may last from a 
few minutes to several days. It is usually over, 
however, within the first few hours. 

The great majority of head injuries present the 
problem of treating cerebral edema. This is a 
rapid process which, under certain circumstances, 
may reach its height within a period of two hours, 
or may be much slower in development. It is 
largely a matter of fluid balance in the cerebral 
tissues. The use of external applications of ice to 





* Read before the General Surgery Section of the Cglifor- 
nia Medical Association at the sixty-third annual session, 
Riverside, April 30 to May 3, 1934. 
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the head is an ancient custom which probably has 
considerable merit. As often used, however, it 
cannot be very efficacious. The application of a 
single ice cap on the crown of the head, as is 
customary, does not provide much cooling effect. 
If used, several ice bags should be employed, 
enough, in fact, to encase the head in a cool cham- 
ber. If this is done, it not only gives comfort to 
the patient, but serves to a greater degree to lessen 
hyperemic effects intracranially. On the other 
hand, certain patients will not tolerate ice, and it 
is better not to employ it at all than to keep up a 
continual struggle in forcing the patient to keep 
it on. 
IMPORTANCE OF REST 


There is no question but that rest is the most 
important single factor in treatment. This does 
not necessarily imply restraint in a patient who is 
inclined to move about. In cases of contusion, the 
patient tends to lie curled up on his side, not in- 
frequently turning from one side to the other. 
This is less objectionable than the use of strong 
sedatives or of mechanical restraint. It is realized 
that in certain such cases restraint cannot be 
avoided. However, it often increases restlessness. 
If restraint is employed, it should include both 
upper and lower extremities. If the upper ex- 
tremities are alone restrained and the legs left 
free, the patient may injure one or both brachial 
plexuses by struggling. 


MORPHIN 


Much has been said both pro and con for the 
use of morphin. There is little doubt but that, in 
the general handling of cases of head injury, mor- 


phin is used far too much. Restlessness is said by 
some to be a forerunner of oncoming coma. To 
quiet a restless patient with morphin, is to mask 
the picture and make it impossible for a certain 
period of time to know whether the following 
quiet is due to the drug or due to increasing intra- 


cranial pressure. Again morphin contracts the 
pupils, and takes away any localizing value which 
a dilated pupil may have. In the third place, mor- 
phin is a respiratory depressant, and in cases where 
the respiratory center may already be embarrassed 
by edema or hemorrhage, the use of morphin is an 
added danger. In handling a large series of cases 
it is seldom that morphin has been used, but when 
necessary it has usually been given in doses of 
grains one-eighth to one-sixth, rather than grains 
one-quarter. On occasion codein may be indicated. 
More frequently the patient can be adequately 
controlled with sodium luminal, chloral or allied 
drugs. 
HYPERTONIC SOLUTIONS 


During the past decade the use of hypertonic 
solutions, especially glucose, has become almost 
universal in treating cerebral edema. It is argued 
by some that this is contra-indicated, not so much 
from the fact that it does not dehydrate as from 
the fact that the decreased brain volume thus 
brought about may lower pressure enough to cause 
secondary intracranial hemorrhage, which would 
not otherwise occur. It is also argued that while 
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there may be a primary dehydration effect, this 
may be followed by a secondary phase of increased 
edema. The food value of the sugar is apparently 
unchallenged. Again one comes back to the ques- 
tion of fluid balance. I believe that the use of glu- 
cose has saved many lives. It cannot, however, be 
given at certain stated intervals or in certain stated 
amounts. Each case demands individual treatment. 
While 50 c.c. of 50 per cent glucose intravenously 
is most often used, we have given it to as high as 
150 c.c. of 50 per cent, or as low as 10 to 20 cc. 
of 50 per cent in children. On occasion, hyper- 
tonic solutions varying from 5 to 10 per cent with 
larger volume of fluid, have been used. Whatever 
physiological arguments can be brought forth for 
or against its use, I am convinced that, since its 
employment, the necessity for decompressive opera- 
tions has been greatly reduced. It apparently is 
not necessary to closely watch the percentage of 
blood sugar or sugar in the urine which may fol- 
low the use of glucose. Formerly we used insulin 
to control hyperglycemia or glycosuria, and tried 
to keep close watch on these conditions. In the 
majority of cases there will be an overflow of 
sugar in the urine, which promptly clears up when 
the glucose is discontinued. Caffeine sodium ben- 
zoate has been said to have some property of 
lowering intracranial pressure or tension. We have 
used it in certain cases where a stimulant seemed 
indicated. When used, it should be for a relatively 
short time; the amount of each dose being pre- 
scribed by the physician rather than left as a 
p. r. n. order. 


LIMITATION OF FLUIDS 


Limitation of fluids is essential for a consider- 
able period even after the symptoms of acute 
edema have subsided. Prolonged rest is also essen- 
tial, until such a time when the patient can be up 
and about without causing headache. This symp- 
tom, when persisting, apparently indicates that 
vasomotor instability of the cerebral vessels still 
exists. 

WITHDRAWAL OF CEREBROSPINAL FLUID 


There are two schools in regard to the with- 
drawal of cerebrospinal fluid. By some we are 
told that lumbar punctures should never be car- 
ried out, by others that they should be employed 
in every case. I feel that there are many cases 
where lumbar puncture is not necessary nor indi- 
cated. The measurement of spinal fluid pressure, 
however, is probably our best index of the degree 
of intracranial pressure present. Where lumbar 
punctures are observed for a number of days, the 
manometer readings become lower as the cerebral 
edema decreases. It is seldom that a bed patient 
will continue to have headaches if the spinal tiuid 
pressure has dropped to normal. By lumbar punc- 
ture one not only gets an accurate conception 
of the general pressure situation, but he learns 
whether or not the fluid is clear or bloody ; and 1 
cloudy, whether it contains living organisms. 
Lumbar puncture, when performed, should be 
done carefully, the fluid removed slowly and the 
patient’s condition watched critically during this 
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procedure. If undue struggling on the part of the 
patient takes place, it is doubtful if the puncture 
should be persisted in. It is seldom that we do a 
decompression for cerebral edema without first 
ascertaining the pressure and character of the 
spinal fluid. 

OTHER AIDS 


In every case close attention should be given to 
the pulse rate, type and character of respirations 
and blood pressure readings. Time will not be 
taken to discuss the importance of these measures. 
Everyone knows the significance of a slow pulse, 
the danger of a fast one; the significance of a 
gradually increasing blood pressure, with a corre- 
sponding increase in pulse pressure and the catas- 
trophe which usually happens when this breaks; 
also the comfort which easy, regular respirations 
give the physician in contrast to the apprehension 
incited by Cheyne-Stokes breathing. 

Again and again the simple treatment of a bleed- 
ing ear by loosely packing with sterile cotton has 
been emphasized. In spite of this fact, only too 
frequently one still sees the use of irrigating solu- 
tion or moist antiseptics, being placed in the canal. 
If given an opportunity, nature will in a short time 
wall off the ruptured eardrum by a clot which acts 
as a barrier to the invasion of microbes. Inspec- 
tion of the drum is seldom necessary and probably 
carries some hazard of infection. 

Hyperthermic states are probably best combated 
by the liberal use of ice bags applied over the 
great vessels. Usually six, one over each corre- 
sponding carotid, one over each axillary, and one 
over each femoral artery are used. An ice water 
enema may be helpful. Such applications of ice 
are usually ordered for patients suffering with a 
temperature of 102 degrees or more, being dis- 
continued when the temperature has dropped to 
the neighborhood of 100 degrees. We have found 
that hyperthermia can be more successfully over- 
come in young individuals than in older people. 


ROENTGEN STUDIES 


The necessity for roentgenographic studies is 
emphasized. Not that the physician is concerned 
with any direct brain damage from a fissured frac- 
ture, but without good stereoscopic plates one can- 
not always be sure that some degree of depression 
has not occurred. Again it is of importance to 
know if a linear fracture has crossed a meningeal 
groove, as epidural or subdural hemorrhage may 
result if this is the case. A certain medicolegal 
aspect has sprung up during the last few years, so 
that it is almost incumbent upon the physician, 
from this standpoint alone, to make roentgen 
studies of the skull in head injuries. These pic- 
tures, however, should not be taken while the 
patient is in profound shock, or if he is so rest- 
less that satisfactory plates cannot be made. There 
is almost always a time when such pictures can be 
secured. Unfortunately, the presence of a skull 
fracture in roentgenographic films carries greater 
importance with the juryman than it should. 


CRANIOCEREBRAL INJ URIES—RAND 







DEPRESSED FRACTURES 


It would seem that the treatment of depressed 
fractures should cause little dissension. So far as 
I know, there is no dissension if these fractures 
are compound and bone fragments be indriven. 
Such conditions should be remedied as soon as is 
consistent with safety, preferably saving all frag- 
ments which can be used to fill in the defect. In- 
driven bone fragments, if left, are a potential 
cause, not only of subsequent brain abscesses, but 
of convulsions. It is the simple type of depressed 
skull fracture regarding which a divergence of 
opinion has occurred. As has been shown experi- 
mentally, the presence of gliosis is probably due 
to the shock of the blow rather than to the actual 
depression of the bone. However, one can never 
be entirely sure that the dura has not been torn 
by a fragment of bone unless the field is actually 
inspected. Roentgen ray findings are often mis- 
leading in this regard. Not infrequently we have 
found laceration of the dura, or even of the cortex, 
in cases where the Roentgen ray gave no sugges- 
tion that such a condition existed. The cosmetic 
aspect of the situation cannot be entirely over- 
looked, especially if the depression be in the frontal 
region. Children seldom worry about depressed 
skull fractures, adults frequently do, and the prob- 
lem must be looked at from this psychological 
standpoint. It is believed that the frequency of 
posttraumatic epilepsy will be lessened if the de- 
pressed area is corrected soon after the injury. 
A physician is seldom faced with a more humiliat- 
ing situation than to have a patient return with 
convulsions some years after the occurrence of a 
depressed fracture, which he had felt unnecessary 
to correct at the time. 

Three types of intracranial hemorrhage are to 
be considered in every case of head injury. Extra- 
dural hemorrhage, as is well known, is frequently 
seen in so-called free interval cases. Here watch- 
fulness is of the greatest importance, as the free 
interval may show wide variation in length of 
time. Fulminating cases have practically no, or a 
very short free interval, while in cases of slow 
seepage the interval may go over a period of days 
or weeks. We have observed that the headache is 
usually greatest on the side of the hemorrhage, 
due, we believe, to stripping of the dura from the 
skull. Dilatation of the pupil is usually seen on 
the same side as the hemorrhage. Such cases de- 
mand operation, removal of the clot and stoppage 
of the bleeding point. A word of caution may not 
be amiss. It is not good judgment to try to re- 
move all of the clot adhering to the dura. In so 
doing, the operator may start fresh hemorrhage 
which is almost impossible to stop. If large enough 
to give localizing symptoms, subdural and subcor- 
tical hemorrhages should, in our opinion, be ex- 
plored. Most subdural hemorrhage is secondary 
to subarachnoid bleeding. This is not necessarily 
the case. Subcortical hemorrhages, if evacuated 
-arly, may materially shorten the time of convales- 
cence and increase the degree of returning normal 
function, . 
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INTRACRANIAL BLEEDING 


In cases of generalized intracranial bleeding, 
repeated lumbar punctures may be beneficial for 
lowering the pressure. It has recently been shown 
that repeated punctures have little value for me- 
chanically removing the free blood. It is also felt 
that on occasion they may tend to lessen the likeli- 
hood of subsequent adhesion formation. We have 
seen two cases where the aqueduct of Sylvius 
became blocked as a result of an organized clot in 
this structure. Other instances could be cited 
where adhesions about the cisterna magnum have 
similarly resulted. If it be true that cerebral birth 
hemorrhages can be helped by repeated lumbar 
puncture, the same principle would seem to apply 
in this class of cases. We are not unmindful that 
lumbar puncture is considered as harmful by 
many, and that it is given as a probable cause of 
increasing the bleeding. Much depends upon the 
care with which the puncture is made, and the 
slowness with which the fluid is allowed to escape. 
Rapid lowering of intracranial pressure by sudden 
removal of large amounts of spinal fluid is danger- 
ous. It tends to promote further intracranial 
hemorrhage and is to be condemned. 


COMPLICATIONS 


A few less frequent complications should be 
mentioned. Meningitis is most often caused by a 
basal fracture with communication through the 
ruptured eardrum, sphenoidal or frontal sinuses, 
or the cribriform plate. Irrigating a bleeding ear 
predisposes to cause rather than to prevent menin- 
gitis. Rarely such a case can be cured by repeated 
lumbar puncture or continuous drainage. Brain 
abscesses are most common after infected com- 
pound fractures with indriven bone fragments. 
Other missiles, such as bullets, are less apt to cause 
abscesses. When present, they should be treated 
the same as brain abscesses from other causes 


During the past decade chronic subdural hen 
toma has been recognized more frequently. This 
condition may develop, particularly after a minor 
head injury; in fact it seems more common after 
minor injuries. The period of time for its develop- 
ment varies greatly, from a few weeks to several 
months. It is difficult to diagnose, especially the 
side affected. It should not be forgotten that sub- 
dural hematomas may be bilateral. Ventricu- 
lography on occasion is of value. When present, 
the condition may be treated in one of several 
ways: either wide exploration and removal of the 
membranes, decompression with partial removal 
of the membrane and irrigation, or simple multiple 
trephining with washing out of the clots. All of 
these methods have been employed by the writer 
on various occasions with equally good results. 


Traumatic areocele or pneumatocele is not in- 
frequent. It usually accompanies fractures which 
have involved the frontal sinuses, although it may 
follow fractures of other accessory sinuses. The 
air is most frequently found pocketed in the sub- 
stance of the frontal lobe and may, or may not, 
communicate with the ventricles. 
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rhinorrhea is almost always present at first. 
Expectant treatment is justifiable in certain of 
these cases, the patient being cautioned against 
sneezing, coughing, straining at stool or anything 
which may raise the pressure in his accessory 
sinuses. About a third of the cases may recover 
spontaneously following this method of treatment 
Other cases will require surgical evacuation of 
the air and closure of the fistulous tract. They 
demand very close watching, and the patient's 
condition otherwise permitting, they should he 
operated even in the presence of meningitis. We 
have seen one case where the ventricle was filled 
with air coming from the mastoid cells and tra- 
versing the base of a bruised temporal lobe. 


Arteriovenous aneurysms infrequently occur. 
They are usually diagnosed by the presence of 
pulsating exophthalmos and a bruit. Ligation of 
the common or internal carotid has been the choice 
in treatment. Recently the implantation of a free 
muscle graft into the internal carotid has been 
advocated and employed. This graft, because of 
altered pressure conditions at the fistulous open- 
ing, is said to become lodged in the opening thus 
blocking it. I have seen one case where this was 
done successfully. Several have been reported. 
While ingenious, it cannot be infallible, and one 
would almost wish that he had a string tied to 
the muscle graft so that he could pull it back if 
it followed the course of the middle cerebral 
artery rather than blocked the fistulous opening. 


POST-TRAUMATIC TREATMENT 


Not the least important in the management of 
craniocerebral injuries is the physician’s effort to 
prevent posttraumatic states. Fortunately these 
seldom, if ever, occur in children. They are most 
frequent in cases with an industrial or legal angle. 
Great tact is necessary on the part of the attend- 
ing physician. He must have the confidence of his 
patient, and both create and maintain in him the 
desire for recovery. The desire to recover must 
be greater than the desire for gain, if a post- 
traumatic neurosis is to be avoided. Close codpera- 
tion of the insurance carrier and the employer is 
highly important. These patients may sometimes 
be led, never driven, toward recovery 
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DISCUSSION 


Howarp C. Narrzicer, M. D. (University of Califor yr 
nia Medical School, San Francisco) —Doctor Ran 
with his wide experience in the management of in- 
juries to the brain, has given a particularly practical 
and, I believe, sound consideration to methods of 
treatment. His paper should serve as a highly useful 
guide for those less familiar with the subject. 

In connection with the limitation of fluids, how- 
ever, a word of caution might be given. So much 
stress has been laid upon the value of limitation of 
fluids and dehydration in the treatment of edema of 
the brain that such therapy is frequently ewergone. 


hacuns too frequent an experience to see ‘patients 
who are so dehydrated that their lives are endangered, 
so that the most important service rendered by the 
consultant is to urge that fluids be given immediately. 
Comatose patients often are purged to dehydrate 
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them, and no fluids are given. It should be recognized 
that the limitation of fluids to the minimum of body 
requirement is a quite different matter from depriva- 
tion of fluids and dehydration. 


I agree with Doctor Rand that the use of glucose 
solutions is frequently advisable. It is my feeling that 
their use is attended by less risk of undesirable after- 
effects than is the case with the use of inorganic salts. 


© 


SamuEL D. IncHAM, M.D. (727 West Seventh 
Street, Los Angeles).—At the end of his paper, Doc- 
tor Rand states: “Not the least important in the man- 
agement of craniocerebral injuries is the physician’s 
effort to prevent posttraumatic states.” The problem 
of the posttraumatic state is often very difficult, both 
as regards diagnosis and treatment. As regards the 
diagnosis, it is often impossible to draw the line be- 
tween the symptoms and complaints which develop 
on a psychoneurotic basis, and those due to organic 
changes in the brain. Head injuries in common with 
injuries in all other parts of the body are prone to be 
complicated by what has been called compensation 
neurosis. It is also well recognized that head injuries 
are frequently followed by a train of symptoms which 
involve subjective complaints, changes in the person- 
ality, and complete disability in the absence of any 
discoverable objective signs of gross or focal injury 
of the brain, and which cannot be explained on the 
basis of psychoneurosis. This syndrome occurs most 
frequently after injuries which cause the more severe 
concussions, and the manifestations are more or less 
proportionate to the age of the patient. They are also 
more or less proportionate to the period of uncon- 
sciousness and confused mentality immediately fol- 
lowing the injury. The prominent symptoms of this 
syndrome include: Constant headache, frequent dizzi- 
ness, fatigability, imbalance of cardiovascular and 
vasomotor functions, incapacity for sustained mental 
effort, emotional instability, irritability and narrowing 
of the field of interests, outbreaks of temper, som- 
nambulistic episodes, and occasionally fainting or con- 
vulsive attacks. Vestibular tests often show abnormal 
responses, and encephalograms sometimes demon- 
strate cortical changes. 


This clinical picture can be to some extent corre- 
lated with what is known of the pathology of cerebral 
traumatism, which includes not only macroscopic 
hemorrhage and areas of softening, but diffusely lo- 
cated microscopic areas of necrosis and cellular 
changes within the brain. The management of the 
psychoneurotic symptoms following head injury is, 
in general, similar to that of psychoneurosis from 
other injuries, and may be included in the general 
term psychotherapy. For the postconcussional syn- 
drome treatment is largely symptomatic, with special 
attention to the creation of a protected environment 
and simple occupation within the capacity of the pa- 
tient. Many cases have been reported in which benefit 
has occurred from the injection of air into the spinal 
canal after removal of the spinal fluid. 


Cyrit B. Courvitte, M.D. (1100 Mission Road, Los 
Angeles). — Intelligent, effective treatment in any 
given condition must of necessity be based upon a 
knowledge of the alterations in structure and func- 
tions provoked by the pathologic process. From a 
therapeutic standpoint, therefore, lesions of the intra- 
cranial tissues resulting from injuries to the head may 
be divided into two groups: static lesions, which are 
the immediate result of the injury and are of their 
greatest magnitude after the actual moment of the 
injuring force, and kinetic lesions, which are progres- 
sive, the result of processes only initiated by the in- 
jury. In the first group may be listed the gross con- 
tusions and lacerations of the brain. In a modified 
sense, the immediate effect of the injury of the nerve 
cell, as manifested by unconsciousness, should also be 
considered in this connection. It is obvious that, if 
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not interfered with, nature will do its best to repair 
the damage in this group of lesions, and there is, 
therefore, no specific program of therapy to be con- 
sidered. The physician’s attention, then, should be 
directed to the recognition of the group of progres- 
sive lesions and their prevention, control or treatment. 

This second group of conditions includes both com- 
mon and rare lesions. The more common and, 
therefore, more important ones are cerebral edema 
and meningeal (particularly dural) hemorrhage. The 
present-day conceptions of the proper treatment of 
cerebral edema have been amply discussed in Doctor 
Rand’s paper. Certain pertinent facts regarding in- 
creased intracranial pressure and cerebral edema should 
be kept in mind. In the first place, intracranial pres- 
sure is not necessarily increased as the result of injury, 
and in fact may actually be decreased. In such cases 
dehydration treatment is obviously not indicated. When 
actually found to be present, as indicated by the spinal 
manometer, increased intracranial pressure may be the 
result of free fluid in the subarachnoid and ventricular 
spaces, as well as fluid bound up within the tissues of 
the brain—true cerebral edema. When due to free 
fluid, the most simple method of control is by with- 
drawing suitable amounts of cerebrospinal fluid from 
the system of lumbar puncture. It is, furthermore, 
important to know that two varieties of true cerebral 
edema may exist and even coexist. It may be general- 
ized, involving the cerebellum and brain stem as well 
as the cerebrum. It is also invariably present in a 
more marked degree about local contusions and hemor- 
rhages. Local edema is much more difficult to control, 
and is largely responsible for the fatal issue in such 
cases. Dehydration treatment, if ever of life-saving 
value, should be utilized to its greatest extent in these 
instances. It may be said, finally, that coma, while not 
due to edema but, rather, to the direct effect of injury 
on the nerve cell, may be considerably prolonged by 
the presence of increased fluid within the intracranial 
space. 

Intracranial hemorrhages form the second impor- 
tant group of progressive lesions. Bleeding may occur 
either without or within the dural envelope, in the sub- 
arachnoid space or within the brain tissue or in the 
ventricles. From an operative standpoint, extradural 
and subdural hemorrhage resulting from injuries to 
the meningeal arteries or their accompanying veins 
are the most important lesions of this subgroup. Ob- 
servations on a series of autopsied cases have led me 
to believe that more patients are operated upon for 
presumed “interval hemorrhages,” but who do not 
have them, than there are individuals who actually die 
of them for want of operation. This suggests that sur- 
geons, particularly those with neurologic inclinations, 
are on the alert for such eventualities, but that some 
difficulty is still experienced in distinguishing them 
from other lesions which give rise to similar clinical 
pictures. In personally studied cases, gross cerebral 
contusion, intracerebral hemorrhage, cerebral soften- 
ing and subdural fluid accumulations have been found 
to simulate, more or less closely, the syndrome of 
“interval hemorrhage.” In doubtful cases, after criti- 
cal analysis of the situation, it is fully agreed that 
exploratory operation is warranted. It must be re- 
membered, however, that ill advised or unskilled oper- 
ations may hasten the patient’s demise or even cause it. 

Hemorrhages from dural vessels are not always 
manifested in the typical way by an interval of lucidity 
of twenty-four to forty-eight hours. If the injured 
vessel is hypoplastic, as in cases of status thymico- 
lymphaticus, death may occur within a few hours of 
an injury. If, on the other hand, the accompanying 
veins, rather than the artery, have been injured, the 
lucid interval may be days or even weeks in duration. 

The value of Doctor Rand’s article lies, in no small 
degree, in the fact that it is a reflection of many years’ 
experience. Those who have to deal with the problem 
of craniocerebral injury in a practical way, particu- 
larly those who see only the occasional case, will do 
well to give careful attention to the points which have 
been emphasized. 
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COMPULSORY HEALTH INSURANCE* 


By Freperick L. HorrmMan, LL.D. 
Philadelphia, Pa. 


VII 


T is not an easy matter to grasp the full import 

of present-day propaganda for the adoption of 
compulsory health insurance for certain selected 
groups of the American population. The Com- 
mittee on the Costs of Medical Care has come for- 
ward with a veritable mountain of books and pam- 
phlets picturing the present medical situation in 
this country as deplorable, and estimating its cost 
at about three and a half billion dollars per annum, 
which is about $30 per capita. This is guesswork 
opinion resting upon a slender foundation of facts. 
The Committee bases most of its essential con- 
clusions on the ascertained cost of medical care 
in nine thousand families, which, applied to the 
more than twenty-five million families in the coun- 
try, yields the figures just given. The facts re- 
quire only to be stated to establish the ing idequacy 
of the study, and emphasizes the fallacy of the 
far-reaching conclusions advanced with confidence 
of their being accepted by the medical profession. 


THE WAY OF SOCIAL REFORMERS 


Social reformers naturally desire an extension 
of the activities of the State into any and every 
field of private enterprise excepting their own. 
They do not hesitate to advocate the most reckless 
of social experiments from prohibition to social 
insurance, with the element of compulsion invari- 
ably in the background. If the experiment proves 
a failure, the consequences of such failure do not 
fall upon the promoter but upon the helpless vic- 
tims and the taxpayers. Hence the American 
Medical Association, in clear recognition of its 
responsibility, has constantly opposed the adoption 
of the = health insurance, and in sup- 
port of its poli s marshaled a vast amount of 
incontrovertible dence collected by its Bureau 
of Medical Economics. There is little need of 
more information, but the most urgent need of 
mental concentration and experienced judgment 
upon the facts accessible. The facts are accessible 
to anyone who desires to learn the truth of the 
situation as it exists in countries in which social 
insurance has been the law of the land. 


CASH BENEFITS AND MEDICAL TREATMENT 


Most of the proposals made in this country 
would divorce cash benefits from medical treat- 
ment. But this would at once alienate the support 
of the labor party, which is much more interested 
in adequate financial support during sickness than 
in the best medical treatment of the patient. As 
far as I know, no country has as yet adopted a 
system of social insurance without providing cash 
benefits to the insured during illness. To the in- 
sured the question of financial support is the most 
essential; for if adequate he can, if need arises, 
+ One of a series of articles on compulsory sickness in- 
surance written for CALIFORNIA AND WESTERN MEDICINE 
by the well-known consulting statistician, Frederick L. 
Hoffman, LL.D. Articles in this series were printed in 
previous issues as follows: I, in April, page 245; Il, in May, 


page 361; III, in June, page 411; IV, in July, page 33; V, in 
August, page 114; VI, in September, page 177. 
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pay for his own physician, as is frequently the 
case. Cash benefits, however, cannot be paid with- 
out a medical certificate of incapacity for work. 
and in this lies the source of most of the difficul- 
ties that have arisen, and are bound to arise under 
any system, however carefully supervised. 


ENGLAND'S REGIONAL MEDICAL STAFF 


To protect the interests of the State, the Ap- 
proved Societies and all others, the British system 

was amplified by the establishment of a Regional 
Medical Staff, concerning which a recent memo- 
randum by the Ministry of Health was made 
public in The National Insurance Gazette of 
June 21, 1934, reading in part as follows: 


“The functions of the Regional Medical Staff in- 
clude: 

(a) Examining insured persons who are referred to 
them by Approved Societies, insurance committees, or 
insurance practitioners, in accordance with conditions, 
on which societies, committees, and practitioners are 
from time to time informed, and advising (1) as to 
incapacity for work (incapacity references) or (2) in 
cases of admitted incapacity, on questions of diagnosis 
and treatment with a view to restoration of working 
capacity (consultation references). The conditions on 
which references are accepted from insurance practi- 
tioners are stated in subsequent paragraphs. 

(b) Discharging duties in connection with the ad- 
ministration of the Insurance Medical Service, includ- 
ing the inspection of medical records, investigation of 
questions of prescribing, and of certification of in- 
capacity for work, and other duties arising under the 
medical benefit regulations. 

(c) Carrying out inquiries on behalf of the Minis- 
try which can most conveniently be made by a medi- 
cal staff organized on a territorial basis; these include 
work undertaken by the Ministry on behalf of other 
government departments—in particular, inspections 
and inquiries made on behalf of the Home Office in 
connection with the administration of the Dangerous 
Drugs Acts.” 


AN EXAMPLE OF BUREAUCRATIC CONTROL 


The functions of the Regional Medical Staff is 
one of the illustrations of the bureaucratic meas- 
ures found essential for the successful adminis- 
tration of health insurance. In the event of an 
insured person being referred by an Approved 
Society or Insurance Committee to a Regional 
medical officer, a form for consultation references 
is at once sent to the practitioner, as well as a 
form for incapacity references, requesting infor- 
mation 


“as to the medical history and present condition, and 
the fitness of the insured person to attend at a center 
for examination. The practitioner is required by the 
Terms of Service to furnish this information, which 
is essential for the proper discharge of their duties by 
the medical officers, both in order that the officer who 
examines the patient may be in possession of such 
facts as the practitioner’s knowledge of the case en- 
ables him to supply, and also in order that alternative 
arrangements may be made, when necessary, for ex- 
amining those patients who are unable to travel to 
examination centers. If facts are thus broug! 
notice which might, it is considered, modify the So 
ciety’s view as to the necessity of examination of their 
member, the Society will be so informed, and further 
action postponed pending their consideration of this 
information.” 


The Terms of Service of insurance practitioners 
(panel doctors) provide that the information just 
referred to shall be furnished by the practitioner 
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within the time specified by the medical officer, 
concerning which it is said, 


“This provision was inserted in the Terms of Serv- 
ice, with the concurrence of the Insurance Acts Com- 
mittee, on the understanding that the time so specified 
should not be less than forty-eight hours from the 
time when, in the ordinary course of post, the notice 
would be received by the practitioner to the time when 
it would similarly be received at the office of the 
medical officer. Where, in exceptional cases, it is 
asked that the information should be furnished in a 
shorter time, it is made clear on the Form of Notice 
that this is a matter of request only, and not a re- 
quirement. 

“Experience has shown the great importance of the 
return, by practitioners, within the time specified, in 
order that the medical officer may have a reasonable 
opportunity of considering the information furnished, 
and of taking such action as is in some cases neces- 
sary, before the time fixed for examination. ... In 
every case, therefore, Form R. M. 2 should be re- 
turned within the time specified, and if it has not been 
found possible to see the patient again, such infor- 
mation as the practitioner is already in a position to 
furnish as to the patient’s condition when last seen 
by him will suffice.” 


I have given the foregoing almost in its entirety 
to illustrate the complexities bound to develop in 
the realm of health insurance. The doctor at times 
is occupied to an incredible extent with formali- 
ties, reports, certificates, consultations, examina- 
tions, and correspondence, inconceivable on the 
part of private practitioners in this country. Few, 
if any, of the studies of social insurance reveal 
a thorough understanding of the procedure of the 
insurance committees in different parts of the 
country. It would require laborious reading and 
close attention to matters of minor detail for a 
full understanding of exactly what is going on 
under compulsory health insurance. The follow- 
ing is an extract from the reports of meetings of 


the London Insurance Committee, dated May 31, 
1934: 


“Clerk reported case of irregular certification by 
practitioner, who issued certificates of incapacity with- 
out visiting patient. Committee asked Minister to 
withhold £5. Clerk reported cases where practitioner 
refused to visit insured person on his list owing to 
case being less urgent than others demanding atten- 
tion. Committee found no failure on part of practi- 
tioner to comply with terms of service. Case referred 
by Medical Benefit S. C. concerning certificates of 
incapacity issued by practitioner in respect of insured 
person. Facts of case are as follows: Certificates of 
incapacity issued by practitioner on March 16 and 20. 
During afternoon of latter date insured person at- 
tended at Police Court and sentenced to term of im- 
prisonment, terminating on April 2. On April 3, in- 
sured person visited practitioner and obtained furt‘ier 
certificate dated for previous Saturday, March 31. It 
was clear that certificate given on April 3 was ante- 
dated for March 31 and that practitioner certified ex- 
amination on latter date when she had not done so. 
Found that practitioner had committed breach of rules 
and warning was issued. Clerk reported case of in- 
adequate’ dispensing by chemist. Chemist censured 
and Minister asked to withhold portion of moneys 
payable. Clerk reported case of inaccurate dispensing 
and caution issued to chemists. Clerk reported further 
case of inaccurate dispensing by chemist. Chemist 
cautioned.” 


RESTRAINTS UPON PHARMACEUTICAL 
PRACTICE 


_ | add the following to illustrate the difficulties 
in pharmaceutical practice : 
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“Prescriptions disallowed: Arm slings 3, bandages 
25, bunion or corn pads 4, douches 2, douches (nasal) 
14, ear pad 1, elastic hosiery 27, eye shades 88, finger 
stalls 50, glass funnel 4, hypodermic needles (not in- 
sulin) 21, inhalers, sprays, etc., 17, litmus paper 1, 
pessary 1, syringes 34, thermogene or capsicum wool 
78, trusses 6, tubes and rods 39, wrist strap 1, casein 
powder, charcoal biscuits, disinfecting fluid, Energen 
bread, fumigating cones, iodized salt, Kellog’s bran, 
liquid peptonoids, marmite, ovaltine, peptonizing pow- 
ders, roboleine, saccharine tablets, sanatogen, sugar of 
milk, virol.” 


In amplification of the foregoing, I give the 
following extract from the reports of meetings of 
the Insurance Committee of Glasgow, April 18, 
1934, having reference to the Medical Benefit 
Special Committee : 


“Medical Benefit S. C. reported that six claims for 
anesthetists’ fees and two fees for emergency treat- 
ment were certified for payment. Following were re- 
ported to be without scope of service: Ophthalmo- 
Scopic examination, correction of error in refraction. 
Clerk reported that, consequent on decision of a tri- 
bunal in England that an arch-support is an appliance 
which may be ordered as coming within the scope of 
medical benefit, he had received several applications 
from insured persons for foot arch-supports on the in- 
structions of their respective Approved Societies. Up 
to the present, foot arch-supports have not been recog- 
nized in Scotland as coming within definition of a 
splint, and he had, therefore, written to the Depart- 
ment of Health requesting them to give a definite 
ruling as to whether a foot arch-support is an appli- 
ance which may be ordered for insured persons as part 
of medical benefit. S. C. agreed to defer consideration 
until a reply is received from Department of Health.” 


OTHER DEDUCTIONS MADE AGAINST 
PANEL PHYSICIANS 


I also give an extract from the proceedings of 
the Insurance Committee at West Ham, April 9, 
1934, according to which 

“Executive and Finance S. C. recommended (a) cost 
of eyeshade ordered by doctor; (b) cost of two arch- 
supports (‘Soxos’) ordered by insurance doctor for in- 
sured person be paid by committee as a proper charge 
against Medical Benefit funds; (c) decision of Panel 
Committee to dismiss appeal of a doctor against sur- 
charge of cost of an eyeshade be supported. S. C. re- 
ported that they had further considered resolution 
received from Panel Committee: ‘The Panel Com- 
mittee views with concern the increasing number of 
practitioners who are not living within a reasonable 
distance of their practice, and considers that when no 
resident partner or assistant is available, a deduction 
of 5 per cent should be made in the practitioner’s 
remuneration,’ and having discussed distance to be re- 
garded as reasonable for purposes of this proposal, 
they recommend that resolution be adopted.” 


There are thousands of these reports which 
reveal the true practice under health insurance, 
and the clerical status of the doctor who must 
needs be subservient to comply with the stream 
of requests for information or explanations, as 
the case may be, involving at all times the risk of 
a reduction in compensation and, in extreme cases, 
dismissal from the panel. If American physicians 
are seriously interested in health insurance as con- 
ducted in Great Britain, they should obtain a full 
set of the reports of insurance procedure, and 
study them at leisure to develop a true under- 
standing of what is really involved in any and all 
proposals to establish public health insurance in 
this country. 
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THE TUBERCULOSIS MOVEMENT IN 
CALIFORNIAT 


By W. P. SuHeparp, M. D. 
San Francisco 


it 


CONTROL OF CONTACTS 


ET one other liability must be listed in which 
we should like to depend more than we do 
upon the practicing phy sician. This is the matter 
of a proper hygienic regimen for child contacts. 
It is now a well- established fact that the majority 
of our new cases of tuberculosis will occur among 
those who, as children, were subjected to some- 
what prolonged contact with the disease. It has 
been shown by Myers and others that, if careful 
search is mz de, usually within the family, by the 
attending physician who first sees a case of early 
childhood tuberculosis, the source can frequently 
be found. Furthermore, when an adult member 
of the family group develops active tuberculosis 
it is of the utmost importance for the attending 
physician to give careful and continuous attention 
to the child members of that patient’s family. So 
often has this been left to the public agency, either 
the health department or the local tuberculosis 
association clinic, that only recently have phy- 
sicians realized the opportunities they are missing. 
Contacts with tuberculosis within the family are 
the legitimate and proper concern of the attending 
physician. Contacts outside the family are the 
proper concern of the local health department until 
they are located and placed, preferably, under pri- 
vate medical care. Only when private medical care 
is not available, due to economic or other cir- 
cumstances, does the health department feel the 
necessity of taking these contacts to a public clinic. 
From the health officer’s standpoint, no occur- 
rence is more tragic than for a known child con- 
tact to develop tuberculosis in the absence of 
medical advice as to how it might have been pre- 
vented. If tuberculosis develops in the child in 
spite of the best medical advice and guidance, then 
at least we have done the best we could. 

To be sure, this whole problem is complicated by 
our present unsatisfactory distribution of medi- 
cal care. The health officer, the clinic nurse, the 
bedside nurse, and the tuberculosis worker are 
constantly faced with the difficult problem of per- 
suading people that they need medical care, and 
that they must find means to pay for it. Expendi- 


* A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE, The column is one 
of the regular features of the Miscellany Department of 
CALIFORNIA AND WESTERN MEDICINE, and its page number 
will be found in the front cover index. 

+ From the division of the Pacific Coast Welfare 
vision, Metropolitan Life Insurance Company, 
cisco. 
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ture from a limited income for medical care of a 
child or adult who appears to be well is one of the 
hardest things, apparently, for human nature to 
contemplate. In fact, it takes a rather high degree 
of self-restraint or faith in the medical adviser 
for the average person to deny himself comforts 
and pleasures even to the point of luxury in order 
to purchase medical care which he does not think 
he needs. The enormity of this task is seldom ap- 
preciated even by the physician who, after all, sees 
only those who have been willing to come to his 
office and who presumably intend to pay I 
bills. The great number who have not been will- 
ing to do this he rarely sees except, perhaps, in 
free clinics. It is not surprising, therefore, that 
in some localities health departments and health 
agencies have found it easier to organize diag- 
nostic and treatment clinics in order to prevent 
the constantly recurring tragedy of unnecessary 
illness and death. Perhaps they have become a 
little careless at times concerning the financial 
status of the people admitted to these clinics. The 
solution lies in tolerance, one with the other. 
When public health workers share the physician's 
viewpoint, and can in turn impart their viewpoint 
to the physician, then we shall quickly find that 
there are no points of difference between us. 


their 


Tuberculosis Clinics—More or Fewer? — The 
Bureau of Tuberculosis of the California State 
Board of Health reports that by far the largest 
number of persons ever in attendance at clinics 
are now receiving treatment at public expense. It 
is estimated that there are in the neighborhood 
of fifty thousand persons, including contacts, in 
more or less regular attendance at clinics in this 
state. Many of these clinics are understaffed as 
to physicians and nurses ; many are without proper 
standards and proper equipment, even for diag- 
nosis; many are unable to conduct an adequate 
follow-up into the patients’ homes; and in many 
places it is utterly impossible to present the tuber- 
culosis problem of that locality to the local school 
and industry. Many patients are obliged to wait 
hours for examination, and then not receive it 
Certainly, if tuberculosis is to be prevented and 
our death rate in this state lowered, this is not the 
best way to do it. 


The situation might at least be improved if those 
in charge of clinics would bear in mind that many 
local physicians are interested in the antituber- 
culosis activities of their community. Whether 
compensated or not, they are glad to assume the 
responsibility for follow-up of both patients and 
contacts, to interpret clinic findings to the patient, 
and to supplement these findings with periodic 
check-ups of their own. Thus, the understaffed 
clinic may, in many cases, add a considerable 
number of skilled volunteer workers to its staff 
by utilizing medical interest which already exists. 


TRIBUTE OR DEFENSE 


A common tendency in all tuberculosis work is 
to become so involved in the problems of treat- 
ment of the case that we neglect preventive meas- 
ures of known effectiveness. In fact, it would 
almost seem in some localities that the motto of 
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Fig. 1.—Design of 
the Christmas Seal 
Stamp printed by 
the California <As- 
sociation for the 
Study and Preven- 
tion of Tuberculosis 
in the year 1909. It 
was in red and 
green, the design 
being built on the 
seal of the City of 
Los Angeles. (Re- 
printed from the 
September, 1909, 
“Bulletin of the 
California Associa- 
tion.’’ Courtesy of 
the Barlow Medical 
Library.) 
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HAPPY NEW YEAR 


tuberculosis associations is “Millions for tribute, 
but not one cent for defense.” With the physician 
well compensated for his services, with competent 
medical care within the financial reach of all, with 
the newer methods of detecting the early case of 
tuberculosis, such as tuberculin testing, portable 
x-rays, paper films, using the fluoroscope for a 
screening device, it should become increasingly 
possible for us to crush the life from this tuber- 
culosis adder and leave it extinct for all time. 


SHORTCOMINGS OF HEALTH EDUCATION 


Finally, among our liabilities we must face the 
fact that our past methods of health education, 
both among adults and in the public schools, have 
been none too effective. They are far from use- 
less, as evidenced by the fact that at least today 
we take advantage of the child’s presence in school 
to attempt to interest him in health and personal 
hygiene. Another evidence that our health edu- 
cation methods are of some use is the diminishing 
quantity of sputum on our streets and in our 
public buildings, as compared with twenty-five 
years ago. Nevertheless, in all frankness, we must 
admit that there is evidence that we have annoyed 
many of our desired converts with our preach- 
ments on something in which they are not inter- 
ested ; that we have talked over the heads of many 
of the lay public, and even hygiene téachers, and 
perhaps even public health nurses; that our care- 
‘ful and painstaking and time-consuming scientific 
researches have been misunderstood by our would: 
be supporters as extreme conservatism; that, as 
scientists, we have spent much more time in ascer- 
taining scientific truths than in explaining those 
truths to the general public once they are estab- 
lished ; that even in this progressive state, a pio- 
neer in its formation of a state health department, 
we have not influenced legislation sufficiently to 
bring about adequate appropriations to the State 

Soard of Health as compared with other states. 
These and many others constitute our liabilities 
under the classification of health education. They 
outline for us a definite future course in this field. 

We must learn how to instruct properly those 
people who are not interested in health, and to 
engender in them a receptive attitude toward 
health messages. We, as medical men, must learn 
either to speak plainly and simply to our public, 
or must teach others to do this for us. We must 
teach our assistants and the public to be patient 
with the painstaking and inexorable exactness of 
the scientific method. We must emphasize the 
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importance of “Millions, if need be, for defense, 
but not one cent for tribute.”” We must gradually 
impress our legislators with the fact that there is 
a large and influential public health vote in this 
state variously estimated from 100,000 to 250,000, 
which will be cast one way or the other according 
to the candidate’s stand on public health matters. 
We must discover some better means of providing 
adequate medical care for the entire population 
regardless of financial status in a manner that 
will be just and equitable and encouraging to the 
physician, as well as reasonable, satisfactory, eco- 
nomical, and fair to the public. This is a problem 
affecting public health equally with organized 
medicine, and it is one in which we must all work 
together. 
III. IN CONCLUSION 


I have purposely dwelt at more length upon 
our liabilities than upon our assets, believing that 
such a discussion might serve a more useful pur- 
pose. There can, however, be no doubt that this 
antituberculosis institution of ours is liquid and 
solvent in this year of 1934. With that happy 
adaptability to changing conditions which the anti- 
tuberculosis movement has always shown, we can 
look forward with certainty toward turning many 
of our present liabilities into assets. A cause that 
is in the right cannot fail to survive and prosper. 
Today, as in the day of our forefathers, no cause 
is more right than the control of a disease which is 
largely preventable, and which consequently falls 
into the cause of public health. 

600 Stockton Street. 


CLINICAL NOTES AND CASE 
REPORTS 


PRESERVING BACTERIOLOGICAL SMEARS 


By H. H. Parsons, M. D. 
Grass Valley 


NE occasionally wishes to preserve for refer- 

ence a particularly good slide, and as cover- 
slips are not entirely satisfactory (or, as James 
says, “They are an unmitigated nuisance”) I have 
for some time used the following method; and 
because I have not seen this described before, I 
am passing it on. 

The slide to be preserved is made as usual and 
then dried; and when perfectly dry, a 50 per cent 
solution of water-glass, sodium silicate, which is 
very alkaline in reaction, is poured over the smear, 
spread evenly with a match stick, and the excess 
is allowed to run off at the end of the slide. The 
slide is then placed in a horizontal position and 
allowed to dry. 

The sodium silicate hardens into a glass which 
becomes intimately connected to the slide, thus 
hermetically sealing in the smear. 

Unless, however, the water-glass is evenly 
spread an astigmatic surface will result; but this 
is largely overcome when the oil immersion lens 
is used. 

128 Neal Street. 






























































































































































































































































































































BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. 
for discussions invited. 





MASKED HYPERTHYROIDISM IN ELDERLY 
INDIVIDUALS, A FREQUENTLY 
OVERLOOKED CONDITION 
SYMPTOMS 

R. Manninc Crarke, M. D. (1219 Hollings- 
worth Building, Los Angeles.)—The usual case 
of hyperthyroidism has a well-defined syndrome, 
is quickly recognized, and may be just as promptly 
given the correct treatment. This discussion is 
concerned with the unusual case that often escapes 
correct diagnosis. It is marked by the fact that 
some of the cardinal symptoms do not present 
themselves. When exophthalmus and_ thyroid 
tumor do not show, the clinician is often misled, 
and the disease masquerades as some other entity, 
like heart or gastro-intestinal disease. Both the 
internist and the surgeon frequently miss these 
cases, and they fail of receiving the proper treat- 
ment because of the failure of correct diagnosis. 
This masquerading is especially prone to occur 
in the elderly patient. 

Masked as Heart Disease-——Heart Failure. 
Heart failure is a favorite disguise. It is a disease 
that is now expected frequently in the patient of 
middle age and beyond. In the absence of exoph- 
thalmus and thyroid enlargement, the failing heart 
is put at rest and given digitalis, and the physician 


is very much surprised to find that the response is 


disappointing. The rate is not sufficiently slowed 
and the patient is still ill. Auricular fibrillation 
is common in a failing heart, and its failure to 
be benefited by rest and digitalis is puzzling until 
the correct diagnosis is reached. 

Failure of the rate to slow under rest and digi- 
talis should always make the clinician suspicious. 
This is especially true if the heart is fibrillating, 
and still more so if the fibrillation is paroxysmal. 
Normally, the rate should come down to 60 or 
80 under this type of management. If it cannot 
be reduced to below 100, hyperthyroidism should 
be suspected. Lugol’s solution should then be 
administered as a therapeutic test, especially so if 
the basal metabolic test is not available. Under 
its administration, the patient will greatly improve 
if thyrotoxicosis is the correct diagnosis. The 
digitalis should not be discontinued. 

It is not so hard for anyone to confuse the 
failing, fibrillating heart of hyperthyroidism with 
the failing fibrillating heart of mitral disease, be- 
cause they both have a murmur and may both 
have a thrill. However, the thrill of mitral disease 
is always presystolic or diastolic in its timing, 
whereas the thrill of the hyperthyroid heart is 
always systolic in time. All sounds are loud and 
increased in the thyroid heart, and this may cause 
confusion when the examiner is focusing on the 
first sound, which is accentuated greatly in the 
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case of the mitral stenosis. The history of the 
mitral case will show definite rheumatic disease 
as chorea, tonsillitis; and acute rheumatic fever 
as another important differentiating point. 

Hypertension—Hypertension is another dis- 
guise of the thyroid heart, and is also common in 
the elderly patient that is not suffering from an 
overactive thyroid. In this case help is found 
in the fact that the thyroid case tends more to 
increase the pulse pressure without raising the 
systolic pressure so very much. On the contrary, 
the hypertension case tends to increase the systolic 
pressure without so much increase in pulse pres- 
sure. This is especially true if the hypertension 
case has some renal background. The masquerade 
of hyperthyroidism can also parade under the 
disguise of angina pectoris, but this is not as 
common as heart failure, fibrillation, and hyper- 
tension. 

Masked as Gastro-Intestinal Disease.—The well- 
trained gastro-enterologist has learned to look for 
both extremes of activity of the thyroid gland 
in all cases that present themselves with gastro- 
enterological symptoms, especially if the causal 
factor seems to be a little hidden and hard to find. 

The gastro-intestinal tract is the next most 
common place, after the heart, for thyrotoxicity 
to show itself. This is well to remember when 
you stop to think that the thyroid case in the 
elderly patient can become very toxic, with no 
enlargement showing in the gland or exoph- 
thalmus presenting. 

In this field the cases parade as enteritis, or 
possibly receive no diagnosis at all that is accurate. 
They often have short attacks of loose bowel 
movement, accompanied by emesis. The abdomen 
is sometimes tender generally, never localizing. 
There may be no tenderness at all. These cases 
are very weak and frequently show a rapid loss 
of weight. It is no wonder that the physician is 
often misled into thinking of carcinoma, gall- 
bladder disease, chronic enteritis, parasitosis, etc. 

X-ray of the tract will be negative, but carci- 
noma can usually be ruled out by the fact that 
the loss of weight is accompanied by loss of appe- 
tite, and that meat and fatty foods are especially 
refused. In the loss of weight from thyrotoxicity 
the progressive loss goes on in spite of a vora- 
cious appetite. This fact alone should arouse 
one’s suspicions and cause the taking of a basal 
metabolic rate. 

Roger R. Morris, Taylor Professor of Medi- 
cine, University of Cincinnati, reports cases of 
hyperthyroidism masked by a normal or subnor- 
mal basal metabolic rate. He says in part: “It 
seems probable that these states are usually the 
result of a preéxisting stage, in which the basal 
metabolic rate has been elevated. As Reid ex- 
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presses it, the disease is ‘burned out’ so far as the 
increased oxygen consumption is concerned. The 
pathological physiology in these cases is obscure, 
but the relief of symptoms and frequent return 
of the basal metabolic rate to normal, from sub- 
normal levels, indicate that disturbed function of 
the thyroid is at fault.” He concludes that the 
basal metabolic rate is helpful when elevated, but 
should be disregarded in the presence of unmis- 
takable evidence of thyrotoxicity. This is a little 
more true in the thyrotoxic heart than elsewhere. 
In view of these findings, the basal metabolic rate, 
relied upon too dogmatically, can be confusing. 
History and physical examination still are the 
prime factors in the practice of medicine, as of 
old. Taylor’s report can be found in the Inter- 
national Clinics for September, 1933. 

Symptoms That Help in the Clinical Picture — 
The skin is filled with helpfulness in the thyro- 
toxic case. It is warm and moist. It has a 
peculiar salmon-pink color, due to pigmentation. 
These patients are always warmer than the aver- 
age individual, and sleep with less over them than 
others in a like temperature. They perspire very 
freely and easily. The blood vessels of the skin 
are prominent and distended, while the pulse is 
bounding. 

Even though the tremor is absent in these pa- 
tients, which is seldom, still the overstimulation of 
the central nervous system is evidenced by restless- 
ness and the quick, jerky movements of every act. 

On physical examination, hyperthyroidism does 
not progress very far, until a bruit is heard over 
the thyroid. This is especially true in the exoph- 
thalmic case. In addition to this, sugar tolerance 


is increased and the vital capacity of the lungs is 
reduced. All of these things are helpful when 
one is trying to uncover the masked case of over- 
active thyroid. 

Last of all, the response to iodin is most help- 
ful. We are indebted to Plummer for pointing 


out that the administration of Lugol’s solution 
would greatly improve these cases “It does it by 
increasing the colloid deposits, w hich in turn in- 
creases the pressure in the gland, which pressure 
tends to hold the thyroxin from escaping, thus 
reducing the toxicity of the patient. It is a splen- 
did clinical test when in doubt, to simply put the 
patient at rest, and administer ten minims of 
Lugol’s solution, three times daily. 

Another helpful thing is the failure of the pulse 
rate to drop during sleep. All neurogenic tachy- 
cardias drop in rate with sleep, but the hyper- 
thyroid case continues his toxicity both sleeping 
and waking, and the rate does not drop. There 
are many other helpful things to distinguish, but 
the limit of space in this article does not permit 
more extensive discussion. 


* * * 


DIAGNOSIS 


Hitmar O. Koerop, M. D. (1421 State Street, 
Santa Barbara)—In masked hyperthyroidism 
usually two of the cardinal signs of Graves’s dis- 
ease—exophthalmos and enlarged thyroid—are 
absent. The symptoms are primarily cardiac. 
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In diagnosing, probably the most important aid 
is to try to make an etiological diagnosis in every 
case presenting cardiac symptoms, and then to bear 
in mind that a definite, though proportionately 
small group of cases are due to thyrotoxicosis. 
The importance of making a correct diagnosis is 
obvious because, once made, therapy is so strik- 
ingly successful. 


On account of the absence of exophthalmos 
and enlarged thyroid, and occasionally the rapid 
pulse, the diagnosis must be made on so-called 
secondary signs of hyperthyroidism. As more 
and more cases are reported, these gradually help 
to form a clearer picture in our minds. Symptoms 
as well as physical signs are important. The most 
common complaint is palpitation. This may be a 
simple tachycardia, which is more or less constant 
or comes on at varying intervals. Should this 
tachycardia be associated with extra systoles and 
no definite cause be found, thyrotoxicosis should 
be seriously thought of. If the palpitation con- 
sists of tachycardias, of absolute irregularity or 
of varying duration (paroxysmal fibrillation), 
thyrotoxicosis must be seriously considered. This 
applies also to cases of permanent fibrillation with 
unexplained etiology. It should be borne in mind 
that anginal pain associated with the onset of 
palpitation may be due to hyperthyroidism. 

On examination the majority of patients are 
found to be of nervous temperament, with asso- 
ciated quick nervous movements. Often they have 
lost weight in spite of good appetites. A small 
group have been described as apathetic and obese. 
Flushing of the skin, perspiration and an unusual 
feeling of warmth are often present. A brownish 
pigmentation, most pronounced at the base of the 
neck, is frequently found. The importance of 
premature grayness, sleeplessness and _ irritable 
gastro-intestinal tract, have been emphasized by 
some writers. Most cases present a fine tremor of 
the hands. The thyroid itself may not be en- 
larged, but frequently is unusually firm, and on 
careful palpation may disclose a small nodule. 

The heart itself gives the impression of being 
overactive. It is usually more rapid than normal, 
and on auscultation sounds much as after moderate 
exercise. Even if the rate is not rapid, the apex 
impulse is quick and forcible. The first sound at 
the apex is loud and short, not prolonged as in 
hypertension. Often the impression is gained that 
the heart is larger than x-ray studies show it to be. 

The systolic blood pressure is often raised 
while the diastolic is but little changed. The in- 
creased pulse pressure suggests the possibility of 
thyrotoxicosis. Due allowance must be made for 
the increase of blood pressure that comes with 
age. 

The basal metabolic rate is usually increased, 
and when found is of great help in making the 
diagnosis. Allowance for a slight increase in rate 
for cases of cardiac failure from other causes 
must be made. A group of cases with a basal rate 
below normal, but with other definite signs of 
hyperthyroidism, have been reported and have 
responded well to treatment. 
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Masked hyperthyroidism may be easily con- 
fused with mitral stenosis. They may both have 
an accentuated first sound, a murmur that may 
be easily thought to be presystolic, and the systolic 
shock may be suggestive of a thrill. A history of 
rheumatic fever, an enlarged left auricle on x-ray 
examination, a definite diastolic murmur at the 
apex, and a split P-wave in the cardiogram help 
to make the differentiation. If these are absent, 
and a number of secondary signs and symptoms 
mentioned above are present, masked hyperthy- 
roidism is the probable diagnosis. 

A very important aid in the diagnosis is the 
therapeutic: if a case of heart failure with or 
without fibrillation fails to respond to rest and 
digitalis, and is improved by 5 to 10 minims of 
Lugol’s solution, three times a day, the diagnosis 
is clarified. 

* * * 


PROGNOSIS AND TREATMENT 


WittirAm Dock, M.D. (Stanford University 
Hospital, San Francisco).—The great importance 
of recognizing masked hyperthyroidism lies in the 
fact that the disorder is curable, and in many cases 
the speed of disappearance of cardiovascular signs 
and symptoms is extremely gratifying. Unlike the 
hyperthyroidism of younger persons, that which 
produces angina, cardiac failure, or chronic as- 
thenia in the elderly does not fluctuate in intensity 

rapidly when untreated; and it is not often sub- 
ject to long spontaneous remissions. Occasional 
cases, particularly in women with nodular goiter, 
do get completely well without medical manage- 
ment, or with a little iodin and rest. But in gen- 


eral the prognosis depends entirely on the type of 


treatment available. When no treatment or in- 
adequate treatment is taken, the general course 
is downhill, with a slower or faster rate, depend- 
ing on the amount of degenerative disease, of 
hypertension, and of physical and emotional stress 
as well as on the severity of the hyperthyroidism. 
Not infrequently the condition remains stationary 
for long periods, and severe intercurrent dis- 
orders—urinary tract infections, myocardial in- 
farcts, etc.—may be withstood almost as well as 
by those free from thyroid disease. Until the 
thyrotoxic state is terminated, invalidism is more 
or less marked, and the risk of more serious or 
even fatal cardiac complications is always great. 

When surgical treatment is deemed unsafe or 
inadequate, continuous administration of iodin 
(one-half to one cubic centimeter of 5 per cent 
potassium iodid solution daily) and intensive 
roentgen treatment over the thyroid gland must 
be considered as palliatives which, in 20 to 30 per 
cent of cases, bring about a satisfactory regression 
of thyroid overactivity within a few months. The 
removal of as much thyroid gland as possible, by 
an experienced surgeon, is still the most rapid and 
successful method of combating hyperthyroidism ; 
and when the patient is prepared and continuously 
treated with iodin for three months after oper- 
ation, relapse or continuation of hyperthyroidism 
occurs in less than 5 per cent of the cases. Post- 
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operative hypothyroidism should be treated with 
thyroid tablets by mouth; and as this may be 
needed for years the least troublesome method 
should be used. Two grain U. S. P. tablets, taken 
in the morning, either two, four, or seven times 
a week, as determined by the response of the 
patient’s symptoms, are quite safe, and are just 
as effective as smaller doses given two or three 
times daily. 


Congestive failure and auricular fibrillation - 
thyrotoxic patients are treated in the usual wa 
Digitalis and diuretics are sometimes nearly as 
effective as in cardiacs without thyroid disease. 
Although digitalis is always ineffective in slowing 
the thyroid- driven pace-maker of the heart, it does 
slow the fibrillating heart in many instances nearly 
as well as in cases of simple mitral or degenera- 
tive heart trouble. Nausea and diarrhea, so com- 
mon in severe cases, respond fairly well to full 
doses of phenobarbital, and to dry diet of well- 
cooked cereals, rice and potatoes. Caprices of 
appetite are common, and should be humored. 
Patients unable to hold down a simple and par- 
ticularly soft or liquid diet, may do well on such 
articles as salami or graham crackers. 

In preparation for operation, or in managing 
those rare cases unsuited for operation, complete 
quiet, sedatives, and a high caloric diet are the 
important features. Iodin produces its maximal 
effects in seven to twenty days, and dosage (if 
over 10 milligrams a day) or form of adminis- 
tration seem of little importance. When surgical 
treatment seems probable, but is not immediately 
available, iodin should be withheld until just be- 
fore operation rather than be given early. While 
some patients respond over and over to iodin, 
some only do so the first time, and the thyrotoxic 
state may be nearly as severe a month or six weeks 
later as it was before starting iodin. In a disease 
which responds so well to ideal treatment, half- 
measures, partial operations, inadequate prepara- 
tion and after-care are almost as tragic and even 
more inexcusable than failure to make a 
diagnosis. 


correct 


Gestation and Acute Appendicitis. —The recognition 
of appendicitis during gestation is comparatively diffi- 
cult, because its symptoms are readily mistaken for the 
molimina of pregnancy and it is understandable that 
only severe cases are observed. This fact induced 
Fatyol to describe the seven cases that came under 
his observation. After giving the case histories, he 
discusses their diagnostic difficulties and particularly 
their differentiation from inflammations of the uterine 
adnexa, torsion of the pedicle of cystic tumors, extra- 
uterine pregnancy, pyelitis gravidarum and cholelithi- 
asis. The unfavorable prognosis of appendicitis during 
pregnancy is due to the fact that perforation is more 
likely. The treatment should be less conservative than 
is the case if there is no pregnancy; that is, surgical 
treatment should be resorted to even if the symptoms 
are not severe. This applies particularly to the second 
half of pregnancy, whereas during the first few months 
the rules of surgery should be followed. The pros- 
pects of preserving the gestation are better when sur- 
gery is resorted to within the first forty-eight hours 
after the attack. Early recognition of the appendicitis 
is of vital importance for mother and fetus.—Zeitschrift 
f. Geburtshiilfe u. Gynakologie. 
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A CALL TO ARMS—THE NATUROPATHIC 
AND CHIROPRACTIC INITIATIVES 


Why This Caption?—Sensational captions have 
no great appeal to us, when noted in a medical 
publication. However, as was stated in one of 
the old McGuffey primers of our school days, 
“Circumstances alter cases.” 

Certainly, in so far as the five thousand mem- 
bers of the California Medical Association are 
concerned, the remaining days of this month of 
October of the year 1934, and the first six days 
of the month of November, will represent only 
a brief time period of less than thirty days after 
this issue of CALIFORNIA AND WESTERN MEDICINE 
reaches its readers; but a short period in which 
What is done, or is not done, by these five thou- 

sand California Medical Association members will 
be ae with most serious consequences to their 
own future, as well as that of those graduates in 
scientific medicine who will follow on in their 
places, in the years to come. 


* * * 


Did You Read the September Articles?—As 
noted on page 194 of the September issue of your 


—_—.. 


* Edit 





orials on subjects of scientific and clinical inter- 


€st, contributed by members of the California Medical As- 
Sociation, are printed in the Editorial Comments column, 
Which follows. 
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Journal, the Naturopathic Group will have an 
initiative on the November 6 State Election ballot. 

And as printed in black face type, on page 209 
of the same issue, the Supreme Court of Cali- 
fornia handed down a decision on September 5, 
whereby the Chiropractic Initiative will also be on 
the ballot. In other words, two cultist initiatives 
will be up for consideration and decision on No- 
vember 6th. 


* * * 


Deplorable Standards of Cultists—In these 
pages, we do not desire to go into detailed dis- 
cussion of the many provisions in each of these 
initiatives, to which legitimate exception could be 
taken ; but it may be said that, to supporters of 
scientific healing art practice each of the above 
two groups has deplorable standards, when viewed 
from the standpoint of present-day civilization 
and of scientific knowledge 

When, for instance, the proposed Naturopathic 
Initiative is read, its far reaching scope must be 
at once evident. 

For here comes an organization, akin somewhat 
to an ordinary medical society (and of far lesser 
age and of vastly less prestige than many), 
and it has the temerity to go before the citizens 
of California to request that it be endowed in 
perpetuity (a fifty or a ninety-nine year lease 
proposition is not sufficient, apparently, for these 
drugless healers, they must have it established for 
endless time!) to carry on the licensure of its 
disciples, and that absolutely without let or hin- 
drance from the great State of California! 

* * x 


Who and What Is the “Naturopathic . 
tion of California’ ? 
members of a certain 


4 ssocia- 
—They propose to license all 
“Naturopathic Association 
of California.” How many members has that 
association today? How many members did it 
have one, two, five, ten years ago? Will it have 
more or less than its present number, in case the 
initiative is voted upon favorably by the elec- 
torate? Could new members be entered upon the 
membership rolls between November 6 and the 


date, sixty days or so later, on which the law 
would become effective? How many of these 
naturopaths possess an honest four year high 


school education? How many possess a mere read- 
ing, writing, arithmetic, preliminary education? 
What were the professional courses which these 
persons faithfully studied, in actual attendance? 
How many possess preliminary liberal arts edu- 
cation and four years’ rigid healing art training? 
Why should persons with only the three R’s edu- 
cation, and one or two problematical, so-called 
professional courses (perhaps in certain cases, in 
absentia), be permitted to receive legal recogni- 
tion, equal in all respects to that which California 
grants or gives, only after meticulous examination, 
to Americans who have had, among other things, 
the following : 

a full high school education ; 

two years of liberal arts education ; 

four vears of stringent professional training; 
and often 

one or two years of clinical experience, “in a 
modern day scientific hospital ? 
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Could Anything Be Much Worse?—What a 
travesty on modern day intelligence and civiliza- 
tion, that such low standards as are outlined in 
the initiatives referred to, should be submitted to 
the citizenry of California! 

Let no physician who has decent regard for his 
own self-respect, or who really loves his profes- 
sion, be laggard at a time like this. He who thus 
stultifies himself today, may rue with remorse his 
defection, on the tomorrows. The Chiropractors 
secured recognition some ten years ago, and sev- 
eral thousand have been licensed since that time. 
They are earning their livings. They advertise, 
many of them, as do tradespeople. Unthinking 
citizens, knowing them to have had the legal 
sanction of the State, go to them in the belief that 
they are properly trained practitioners. Ask your- 
self what effect their advent and presence has had 
upon the progress of scientific medicine and upon 
your own personal practice? And upon the in- 
comes of those medical men, who have had tenfold 
and more of education and training than that 
possessed by these cultist disciples ? 

And when, to this aberrant branch of the Chiro- 
practic group, is added another still more indeter- 
minate number of a new cultist group—the 
Naturopaths—what then ? 

To you, Members of the California Medical 
Association, we ask, is this or is this not, your 
business? If it is not your business, whose busi- 
ness is it? If these two initiatives become laws, 
what will be your position in the eyes of the 
public, two, five, ten, twenty years from now? 

Stop, look, listen! Think!! Act!!! 


MEDICAL EXHIBITS AT THE CHICAGO 
CENTURY OF PROGRESS FAIR— THEIR 
LESSONS AND VALUE 


The Excellence of the Scientific Exhibits at the 
Century of Progress Fair—The Chicago Century 
of Progress Fair, now in its second year of oper- 
ation, is scheduled to close within the next thirty 
days. The Fair must be visited to be appreciated, 
because realization of its worth mounts with each 
repetition in attendance. It is of such excellence 
that one commits no exaggeration to one’s friends 
when the offer of the Western Union Telegraph 
Company to forward a straight day telegram to 
any part of the United States for the sum of only 
twenty-five cents is accepted and a stock message 
sent; such as, “The Fair is a liberal education 
in accomplishments and a marvelous stimulant of 
confidence in our future.” 

The Hall of Science is the name of the struc- 
ture in which the exhibits of the Division of the 
Basic Sciences are housed. Here may be found 
displays showing how sciences such as physics, 
chemistry, biology, geology, and medical science 
have groped from the realms of darkness by 
means of discoveries whose beneficent possibilities 
give the background of much of what is deemed 
most characteristic in our modern-day civilization. 


* * * 


Connotation of the Term, “Basic Sciences.” — 
The people of California on November 6, by their 
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ballots, must decide whether one or two pseudo- 
sciences will be legally recognized by the grant- 
ing of licensure to the supporters of such make- 
believe pronouncements. If the thoughts which 
are incorporated in several paragraphs from the 
foreword of the official handbook of the Hall of 
Science could be brought home to California 
voters, the difference between real medical science 
on the one hand, and pseudo-medical or so-called 
“cultist science” on the other, would at once be- 
come manifest, and there would be little doubt as 
to the decision of the California electorate. \Ve 
quote: 


“The fundamental conception of all science is the 
orderliness of nature... . 


“All basic sciences have another characteristic in 
common, namely, the method of verification or proof 
by experiment. Nothing is accepted as a scientific 
truth until it has been demonstrated. Science uses 
theories, hypotheses, and even guesses, but they re- 
main theories or guesses until they are tested by the 
experimental method, the method of science. 

“The experimental method is essentially ‘common 
sense.’ In ordinary life, if we wish to discover how 
something behaves, we use our reason to suggest an 
explanation, and then we try it out to see if the ex- 
planation fits the facts. If it doesn’t fit the facts, we 
discard it and try something else. The Basic Sciences 
use this method of trial and error more carefully than 
we do in ordinary life, but the principle is no different. 
The ‘laws’ of science are only laws because they have 
been demonstrated to fit the facts. Hence, it is obvi- 
ous that there is nothing mysterious in science; noth- 
ing that the student cannot understand if he is willing 
to examine the facts and exert his intelligence to 
follow the logic of the explanation. ... 

“The sixth group of exhibits deals with medicine, 
which is a combination of both applied science and 
basic science. In one sense Medicine applies the con- 
clusions discovered in biology, chemistry, and physics, 
hence must be considered an art. It is equally true, 
however, that the modern research aspect of Medicine 
has attained tremendous proportions. The medical 
sciences use the methods of basic sciences, their in- 
strumental equipment, and their great body of organ- 
ized knowledge. For these reasons, the medical 
sciences have a proper place in the Hall of Science.” 


* * * 


Some of the Institutions Represented in the 
Basic Science Exhibits—The above foreword to 
the description of the medical science section in 
the Hall of Science booklet explains admirably 
what was attempted, (and, it may be added, what 
has actually been attained), in the exhibits of such 
organizations and institutions as the American 
Medical Association, American College of Sur- 
geons, American Institute for the Deaf and Blind, 
American Pharmaceutical Association, American 
Dental Association, Chicago Roentgen Society. 
Institute of Medicine of Chicago, Mayo Founida- 
tion, Loyola University, Northwestern University 
Medical School, University of Chicago, Uni- 
versity of Illinois, Henry Ford Hospital, and 


others. 
* + 


The Handbook Introduction to the Description 
of the Medical Science Exhibits—The descrip- 
tion of the nature of the various exhibits in the 
medical science area begins with the following 
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paragraphs which give an excellent summary of 
the aims of the medical science sections: 

“For the first time in the history of international 
expositions in America, organized Medicine, Dentis- 
try, and Pharmacy have presented at the Century of 
Progress Exposition the story of their contributions 
to the progress of civilization. 


“The objectives of the exhibits on health education 
by the visual and auditory methods are: (1) to com- 
pare health conditions of a hundred years ago with 
those of today; (2) to instruct the public in the intri- 
cacy of the living human machine, and to give warning 
not to meddle with it by dangerous self-medication; 
(3) to interest the layman in the scientific story be- 
hind the physician’s services and opinions regarding 
health and sickness; (4) to show that compassion for 
suffering humanity and not commercialism has ruled 
the lives of the great discoverers and practitioners of 


medicine.” 
* * * 


Public Health Exhibits at State and County 
Fairs —Because medical exhibits have been used 
during the last two years at the California State 
and several county fairs, the ways in which the 
different organizations noted above presented their 
material and information should be of interest. 
Also, the manner in which the lay public crowded 
into certain exhibits, while giving others only a 
casual glance, should enable us to come to better 
conclusions concerning types of exhibits which 
have special appeal to the laity. Since public 
health exhibits are gotten together primarily to 
educate the lay public concerning the achievements 
of preventive and curative medicine, all methods, 
of whatever nature, which would promote that 
end, should be worthy of careful thought. 


* * * 


Important Elements in Health Exhibit Con- 
struction.—In the first place, as regards size and 
arrangement of an exhibit. Granted that the 
quality of the exhibit material is equally meri- 
torious, a large space gives a better impression 
than a small area; and only rarely can it be an 
advantage for an organization to have several 
isolated exhibits. Secondly, ease of ingress and 
egress to main corridors, supplemented by good 
lighting arrangements, is much to be desired. On 
that account the advantages and disadvantages of 
partitions and railings must be carefully evaluated. 

The manner in which the explanatory legends 
and charts are presented is important. The eye 
should not only catch these easily, but whatever 
text is used, it should be easily understandable. 


This is also true of charts, models, diagrams, di- 
oramas, transparencies, motion pictures, and other 
means of explaining or emphasizing facts or 
methods. In short, painstaking thought should be 
given to all details that can aid in exciting the 
interest of the lay public. 


* * * 


Some Impressions About Certain Chicago Ex- 
hibits—It may be permissible to give some per- 
sonal impressions of several of the Basic Science 
exhibits. To begin with, the Mayo Foundation ex- 
hibit seemed as crowded as any. The presenta- 
tion of material was excellent, but not necessarily 
Superior to that in other exhibits. However, by 
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the use of three large arc alcoves, entirely open 
from the main corridor, it was easy for the public 
to pass in and out. 

The splendid and instructive Cleveland Clinic 
Foundation exhibit, was handicapped, in our 
opinion, by comparatively narrow entrances and 
exits, and by deficient overhead lighting, so that 
many persons passed by with only a distant 
glance; whereas, if they had entered and paused 
to consider the instructive material, every group 
around a diorama would have drawn additional 
persons to swell the crowd. 

The dental profession and its affiliated organi- 
zations showed a fine spirit of codperative effort 
in pooling their interests. The names of exhibitors 
and contributors were modestly printed on two 
framed lists. This exhibit by the American Dental 
Association, and its affiliated institutions and or- 
ganizations was larger, and in many ways more 
attractive and instructive, than that of the Ameri- 
can Medical Association. 

The American College of Surgeons also pre- 
sented an excellent exhibit which, however, to 
our mind, could have increased the number of its 
visitors if some of the partitions next to the corri- 
dors had been of smaller size. 

The Loyola University exhibit presented an 
extensive display of human embryo and adult 
body specimens, and here, on crowded days, long 
lines of waiting people were to be seen. By con- 
trast, one of the isolated booths of the American 
Medical Association was given over to tularemia, 
Rocky Mountain and undulant fevers; three dis- 
eases having some interest for physicians, but 
very little appeal to lay persons, as was evidenced 
by the comparatively sparse attendance. 


* * * 


The American Medical Association's Obligation 
in This.—In conclusion, it may be stated that the 
medical section of the Basic Science display of 
the Century of Progress is easily the most compre- 
hensive and valuable presentation of exhibits on 
the achievements and aims of scientific medicine 
that has thus far been produced; and if part, or 
all of it, could be brought to the consideration 
of the American public, great good would result. 

In this connection, attention is called to the 
resolution adopted by the Council of the Cali- 
fornia Medical Association, and presented to the 
American Medical Association House of Delegates 
at this year’s session in Cleveland in which the 
American Medical Association was petitioned to 
have made an extensive series of photographs 
(simple, inexpensive kodak prints would answer 
the purpose of permanent record) so that con- 
stituent state medical associations which had in- 
augurated the plan of presenting at state and 
county fairs exhibits on scientific medicine and 
public health work, would be in position to avail 
themselves of the great suggestive value of such 
an album of photographic reproductions. Each of 
the exhibits at the Century of Progress Fair repre- 
sents much thought and labor by one or more 
persons. Why lose all this splendid portrayal 
when, through the expenditure of a few. hun- 
dred dollars by the trustees of the American 
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Medical Association, constituent state associations 
would save many times the amount of money so 
expended, by being given the opportunity to avail 
themselves of the Century of Progress experience. 
Why make constituent state associations who wish 
to carry on educational programs at state and 
county fairs create their exhibits in amateur 
fashion at greater cost, and more mistakes and 
less efficiency when, at small expense, the start 
can be made with the excellent material of the 
great Progress Fair itself? 

When the California Medical Association, three 
or four years ago, planned its initial exhibit, 
request was made of the American Medical As- 
sociation for suggestions and copies of any mate- 
rial it could loan for study and consideration. We 
received at that time one-half dozen or so placards 
that were at most of such degree as to make 
the reply to our request little less than pathetic. 
The American Medical Association now has at its 
doors, in its central headquarters, an opportunity 
to rectify all this, and at almost trivial expense. 
If it fails in this opportunity, we know of at least 
one constituent state association that will be some- 
what disappointed in the national body’s lack of 
vision.* 


ANTI-VIVISECTION PROPAGANDA 


Quirks of Anti-Vivisection Reasoning.—li a 
new anti-vivisection law is not submitted within 
thirty days after the California Legislature con- 
venes on January 2, 1935, such tardiness on the 
part of the persistently-recurring proponents of 
this supposedly humanitarian measure will cause 
surprise. In reviewing anti-vivisection efforts, it 
soon becomes evident that a considerable number 
of those fellow citizens who advocate laws against 
animal experimentation (in which proposed meas- 
ures, the drastic and comprehensive nature of cer- 
tain provisions are often beautifully concealed in 
high sounding and seemingly innocent phrase- 
ology), have notions that are altogether in error. 
Since many of these proponents bear excellent 
reputations for honesty, and a capacity for sane 
balance in their business and social relationships, 
it must be assumed that such citizens are found in 
the camps of the anti-vivisectionists, only because 
they have been misled into believing things to 
exist which do not, and using such false impres- 
sions as premises from which they draw even 
more erroneous conclusions. 

In a world in which countless thousands of ani- 
mals go to slaughter every day, in order that food 
and other supplies for the human race may be 
made accessible, and in which also birds and ani- 
mals without end are daily hunted in the name of 
sport (ofttimes, however, only to be wounded and 
go to death in agony and starvation), it is diffi- 
cult to understand the mental processes which lead 
otherwise clear thinking and intelligent citizens to 
support anti-vivisection societies, and the meas- 
ures frequently espoused by such organizations. 


* Epitor’s Note.—Since writing the above, we have been 
informed that steps will be taken by the American Medi- 
eal Association’s Department of Health and Public Instruc- 
tion to secure photographs and other data, as outlined in 
these comments. 
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In California, in addition to its great natural re- 
sources, there is a climate and a body of citizens, 
that mark it as one of the foremost of American 
commonwealths, but which also, through posses- 
sion of these attributes, seems to have a special 
magnetic power in drawing to it faddists and 
cultists of all kinds and degrees, it is not surpris- 
ing that some of the extremists in the anti-vivi- 
sectionist groups should have been more 
active. 


than 
* . * 


An Experience in Chicago.—For the consola- 
tion of Californians we reprint here an exerpt 
from an item in the Chicago Herald and Examiner 
of September 20, which came to our attention on 
the same afternoon when we had spent some time 
in one of the booths of the Northwestern Univer- 
sity, at the Century of Progress, studying with 
admiration the splendid and convincing arrange- 
ment of an exhibit entitled, “Contributions of 
Animals to Human Health.”* The various animals 
which had been used in scientific animal experi- 
mentations were listed, and under each was out- 
lined in brief form the nature of the discoveries 
which had been made through such investigations, 
and how the utilization of the discoveries had 
created powerful factors in the conservation of 
the health and lives of human beings. 


We made a memorandum of the exhibit in the 
hope of securing a copy of the data contained 
therein, for possible use in California. On reach- 
ing our hotel, we picked up the Chicago Herald 
and Examiner, to find an item confronting our 
eyes which we believe our readers will agree is 
written in the “best California anti-vivisection 
style.” Space can be given to only two brief 
paragraphs. 

“There was a blind man yesterday finding his way 
from one medical school to another, hoping to save 


his dog—a mongrel named Jack—from the knife of 
the vivisectionist...... 


““T am worried, terribly worried, about what may 
happen to Jack. Stories have been read to me from 
the Herald and Examiner about how dogs have been 
supplied from the city’s pound to the operating tables 
of doctors and students who torture them in the name 
of science.’ ” 

* * 


What the Above Teaches—dAnd as regards the 
lesson which may be drawn from this single 


afternoon’s experience, namely of highest type 
scientific exhibit and newspaper sentimentalism? 

None other than that in our present day civili- 
zation, nothing need really surprise us. And 
further, that in loyalty to the truth and to our 
race, we must be tireless in our endeavors to carry 
on educational work among patients and friends 
concerning the true facts about scientific animal 
experimentation, and what has been accomplished 
thereby, so that the efforts of mawkish or ex- 
tremist anti-vivisectionists will come to naught. 

Readers do themselves an injustice if they fail 
to read Doctor Ivy’s article on pages 247-250 of 
this issue. 

* Epitor’s NotTe.—Through the courtesy of Professor 
A. C. Ivy, we are able to print in this issue of CALIFORNIA 


AND WESTERN MEDICINE the legends to which reference is 
here made. See page 247. 
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“NEEDY BLIND” OF CALIFORNIA— 
FURTHER COMMENTS 


On page 128 of August and page 212 of the 
September issues of CALIFORNIA AND WESTERN 
MEDICINE were printed some comments on the 
manner in which California was determining who 
were entitled to public funds because of belonging 
to the group of the “needy blind.” The editor sent 
a copy of the August CALIFORNIA AND WESTERN 
MepicinE to Dr. Edward Jackson of Denver, 
who among American ophthalmologists is held in 
highest regard and looked upon as the dean of 
their specialty. For his reply, see page 285 in 
this issue. 

The medical report blank for blindness which 
Doctor Jackson was instrumental in having the 
State of Colorado adopt is markedly different 
from the somewhat loose and indefinite form put 
out by the Division of the Blind of the Depart- 
ment of Public Welfare of the State of Cali- 
fornia. It is hoped that the California Division 
of the Blind will write to other states which make 
provision for the care of the blind, secure copies 
of their report blanks, and then, in codperation 
with representatives of the medical profession 
who are ophthalmologists, decide upon a new 
blank that will better safeguard the interests of 
the really blind, the taxpayers, and all others who 
may be concerned. 

A comparison of procedures in vogue in other 
states does not make to the advantage of Cali- 
fornia. Ours should be as good as the best, rather 
than but little better than the worst. 


ARGUMENTS AGAINST THE CHIROPRACTIC 
AND NATUROPATHIC INITIATIVES 


In the Miscellany Department of this issue, 
page 285, arguments against the Chiropractic and 
Naturopathic initiatives are printed, as taken from 
the booklet sent to all registered voters by the 
Secretary of State of California. 

Do not fail to read the same. 


EDITORIAL COMMENT* 


ACUTE SUBDELTOID OR SUBACROMIAL 
BURSITIS—A SUGGESTION 


In Dean Lewis’s “Practice of Surgery,” Vol. 2, 
Chap. 5, p. 203, one will find an excellent dis- 
cussion of the clinical features of acute and 
chronic bursitis in the shoulder-joint, with par- 
ticular reference to the subdeltoid or subacromial 
bursae; and, therefore, no further remarks are 


needed as to the signs or symptoms that would 
lead to 'a diagnosis. 


In regard to treatment, however, in practically 
all textbooks and articles on this subject, hot com- 
presses, diathermy, salicylates, and rest have been 
advocated—which entail a period of disability 
ranging from two to four weeks. 


*This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
Uon is extended to all members of the California and 
Nevada Medical Associations to submit brief editorial 


discussions suitable for publication in this department. No 
Presentation should be over five hundred words in length. 


EDITORIAL COMMENT 
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A method that we have not seen described pre- 
viously—which has been extremely useful in treat- 
ing patients with this condition in our office—con- 
sists of multiple punctures of the bursa. This 
method is an extremely simple one, and in a 
number of our patients has given immediate relief. 

The technique consists of inserting a 20-gauge 
needle, mounted on a 5 cubic centimeter syringe, 
containing 1 or 2 cubic centimeters of 1 per cent 
novocain, into the bursa itself, injecting the novo- 
cain as the needle is being inserted. A little suc- 
tion on the plunger of the syringe will often 
evacuate some clear yellow fluid, always sterile 
and occasionally containing leukocytes. The needle 
is inserted into the bursa through the single skin 
puncture in some ten or twelve different directions 
in order to thoroughly puncture the wall of the 
bursa; following which the needle is withdrawn. 

We have had a number of patients, either with 
or without calcified bodies in the bursa itself, who 
have experienced immediate relief after this treat- 
ment, and have required no further subsequent 
treatment; nor was it necessary to put the arm in 
a sling. 

We consider that the presence or absence of 
x-ray shadows about the shoulder is of very little 
significance in the diagnosis of a bursitis. 

In view of the striking results obtained by this 
very simple procedure, it is certainly a method of 
first choice. The saving of time and expense to 
the patient is obvious. 

384 Post Street. 
ALANSON WEEKs, 
G. D. DELPrRat, 


San Francisco. 


CRYPTIC AND SYNERGISTIC MICROBIC 
INFECTIONS 


In 1918, it was noted in many regions of the 
Middle West that both man and hogs were suffer- 
ing from “influenza.” In swine the disease was 
characterized by sudden onset, fever, extreme 
prostration, and abdominal breathing. The dura- 
tion of the acute prostration usually varied from 
two to six days, the mortality from 1 to 4 per 
cent. Autopsies in fatal cases usually showed an 
edematous bronchopneumonia. Subsequent inocu- 
lation experiments showed that this “hog flu” can 
be transmitted to healthy swine by the intranasal 
instillation of infected mucus, or infected pulmo- 
nary juices. 

Various bacteria have been isolated from such 
infectious materials, the most common being an 
influenza-like bacillus found in about 95 per cent 
of all cases.1 Attempts to reproduce swine in- 
fluenza by intranasal instillation of pure cultures 
of this bacillus, however, have been almost invari- 
ably negative. The bacillus is apparently non- 
pathogenic. 

Doctor Shope? of the Rockefeller Institute, 
therefore, turned his attention to the possibility 
that “hog flu” is caused by a filterable virus. 
Intranasal instillation of Berkefeld filtrates from 


demonstrably infectious materials, however, akmost 


invariably produced no very appreciable symp- 
toms. The hogs were often somewhat less active 
than normal for two or three days after adminis- 
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tration of the filtrate, and at times showed some 
loss of appetite. There was never a fever, how- 
ever, and no prostration. The filtrates, though 
slightly toxic, were practically non-pathogenic. 

On intranasal instillation of a mixture of the 
influenza-like bacillus and the filtrate, however, 
typical prostration and fever are produced, with 
a mortality of about 10 per cent. Since the filtrate 
contains an apparently self-propagating trans- 
missible agent, Doctor Shope was forced to the 
conclusion that this is a true composite infection, 
a “synergism” * between a bacterium and a filter- 
able virus. 

Doctor Shope’s conclusion is of basic clinical 
interest, since somewhat similar “bivalent” or 
“synergistic” etiologies have been suggested though 
not yet proved for scarlet fever, whooping-cough, 
human influenza, and “malignant diphtheria.” 
The latest suggestion along this line is that in- 
fantile paralysis is a “duplex” infectious disease ; 
a neurotropic virus “accelerated” by certain toxin- 
producing enteric micro-organisms.‘ 

Doctor Shope found that the immunity acquired, 
as a result of a natural or artificial infection with 
“hog flu,” is apparently not bivalent but mono- 
valent in character. Vaccination with the bacillus 
alone produces no symptoms and confers no im- 
munity. Carrier conditions may be established. 
Vaccination with the filtrate alone, while pro- 
ducing no very apparent symptoms, leads to effec- 
tive humoral immunity. 


In its practical epidemiology, the simultaneous 
transfer of both bacillus and virus to a healthy 
herd produces a typical epidemic, often prostrat- 
ing 100 per cent of the herd. Fortuitous transfer 
of the virus alone, or of the virus associated with 
a non-codperating type of the “hog flu” bacillus, 
may cause a cryptic epidemic with no apparent 
symptoms. This cryptic infection, however, leads 
to an effective immunity. Accidental recombina- 
tion of virus and suitable bacillus during such an 
unrecognized epidemic, however, may cause the 
spontaneous appearance of prostrating symptoms 
in an apparently healthy herd. 

Stanford University. 

W. H. Manwarinc, 


Palo Alto. 


THE PHYSICIAN AS A CITIZEN 


The proper attitude of the physician toward 
the duties and responsibilities of citizenship is a 
many-sided question. Is there any sufficient 
reason why he should be considered, or consider 
himself, in a class separate from other men with 
reference to the obligations of organized society? 
Certainly not. Yet something may be said in 
defense of the course he has so long followed, 
and for which he is so often criticized and con- 
demned. 


1 Lewis, P. A., and Shope, R. E.: J. Exper. Med., 54:361, 
1931. 

2 Shope, R. E.: 

1934. 

3 Holman, W. L.: The Newer Knowledge of Bacteriology 
and Immunology, Chapter VIII, p. 103. University of Chi- 
cago Press. 1928. 

4 Toomey, J. A.: Proc. Soc. Exp. Biol. and Med., 31:1015 
(May), 1934. 


Ibid., 54:373, 1931; 56:575, 1932; 59:201, 
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The word duty is as big and sacred to the 
physician as to any other man. But his interpre- 
tation of it may be, in the nature of things often 
must be, gauged by a different standard. No other 
class of men, for instance, is the recipient of the 
intimate confidences of individual and family life 
which constitute a part of the physician’s daily 
routine. Health, happiness, life itself, lie at the 
heart of the issues that make up the sum of his 
professional existence. There is some reason why 
the problems which seem to him most important 
should be those relating to his “cases,” rather 
than to society in general. And from the stand- 
point of those “cases” this is as it should be. It 
is perfectly natural that the public should regard 
with misgiving any physician who concerns him- 
self unduly with politics, sport, or similar pursuits. 

But no line of argument can establish the claim 
that the physician’s whole field of vision should 
be contracted to the work by which he earns his 
daily bread. He lives under the protection of law 
and participates in the advantages of a highly 
developed social system, and solemn obligations 
to nation, state, and community are due from him 
as from other men. The position can not be sus- 
tained that the medical man is justified in an 
attitude of evasion and aloofness by which his 
neighbor must bear a double burden, or the gen- 
eral welfare suffer. Such an attitude can not fail 
to be a factor in the perversion of law and the 
demoralization of politics. 


It is specious reasoning for the physician to 
plead the exactions of his practice as an excuse 
for failure to exercise his suffrage, or to exhibit 
a becoming concern in the administration of 
public affairs. The lawyer is engaged with his 
clientele, the pastor with his flock, the merchant 
with the details of his business; yet to none of 
these can it be justly imputed that he habitually 
ignores the call of civic duty. 


Admittedly, the fundamental condition of all 
social and material prosperity is the health and 
vigor of the people. The problems of disease in 
large measure have been solved—in theory at 
least. But human beings continue to suffer and 
die from causes that can be and should be con- 
trolled. 


At the present time, especially, wise counsel 
and forceful direction are required if the many 
agencies at work are to be correlated and guided 
into safe constructive channels. Whether the 
methods employed be legislative or purely edu- 
cational, intelligent, aggressive leadership, for 
which the physician is best qualified by training 
and experience, is indispensable. 

Without specific mention, it may be stressed 
once again that issues of tremendous importance 
are developing and multiplying in California from 
day to day. The very life of the profession is in 
the balance. Opportunity for service is great; 
the need is urgent; the cause is incomparably 
worthy. The policy adopted by the individual 
physician will go far to determine the result. 

947 West Eighth Street. 

A. B. CooKE, 


Los Angeles. 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 


CONTRA COSTA COUNTY 


The first meeting of the fall session of the Contra 
Costa County Medical Society was held on Tuesday, 
September 11, at the Hotel Carquinez, Richmond. 

The meeting was called to order by Dr. Melvin 
Stauffer of Pittsburg, president, at 8:20 p. m. 


Dr. H. L. Carpenter of Richmond was chairman of 
the evening, and Doctor Stauffer called upon him to 
present his guest speaker of the evening. Dr. Stewart 
Irwin of Oakland discussed most comprehensively 
the newest and most approved methods of treating the 
pneumonias, and upon the urgent insistence of the 
members, also presented some of the newer develop- 
ments in the treatment of arthritis. Both papers were 
followed by interested discussion by the various 
members. 


Following the papers, Doctor Stauffer thanked 
Doctor Irwin, on behalf of the society, for the in- 
spiring talks. 

A letter was read by the secretary from Dr. Emma 
Pope, relative to the legal defense provided to mem- 
bers of the society who wished to avail themselves 
of the service offered by the California Medical As- 
sociation. 

Dr. U. S. Abbott reported very fully upon the con- 
vention of the California Medical Association, which 
was held in Riverside in April. 

The meeting was adjourned by Doctor Stauffer at 
10:10 p. m. 

This was followed by the usual enjoyable hour of 
social contact, with a buffet supper. 


Crara H. Spapine, Secretary. 


we 
MONTEREY COUNTY 


The regular meeting of the Monterey County Medi- 
cal Society was held on September 7 at the Hotel 
La Rebena in Carmel. Dinner was served at 7:30 p. m. 
The meeting was given in honor of the older men of 
our profession, especially of Dr. Dorus Brumwell, 
who is a charter member of the Monterey County 
Medical Society. Dr. John Gray was chairman of the 
evening and great credit is due him for the time and 
effort he put forth in arranging the meeting, which 
turned out to be one of the most enjoyable evenings 
which the society has had. Interesting talks on early 
Monterey medical history were given by Doctors 
Brumwell, Garth Parker, and J. A. Beck. As a guest 
We were glad to welcome Dr. Benjamin Bailey of 
Lincoln, Nebraska, who has practiced medicine for 
the past fifty-three years, and is the oldest practicing 


physician in Lancaster County, Nebraska. Of special 
interest was the story told by Doctor Parker of the 
delivery by his father, Dr. John Parker, of quadru- 
plets in a little shack on the coast below Monterey. 
To reach the place of confinement, Doctor Parker 
traveled over sand hills in a two-horse buggy from 
Castroville, changing horses in Monterey. Dr. Garth 
Parker stated that all the babies lived, and that he 
had the pleasure of confining one of them and of tak- 
ing out tonsils and an appendix on some of the grand- 
children. 

The following members were present: Doctors J. A. 
Beck, L. M. Andrus, D. Brumwell, C. F. Bullard, 
H. F. Dormody, R. M. Fortier, C. Galligan, C. B. 
Gorham, J. R. Gray, H. S. Hoyt, E. F. Kehr, R. A. 
Kocher, W. H. Lawler, H. Lusignan, J. A. Merrill, 
Garth Parker, G. A. Starbird, J. P. Sandholdt, C. Wil- 
son, M. Wolfson, and G. Eberhardt. 

At our last meeting, held in Salinas at the Jeffery 
Hotel, Dr. H. Spencer Hoyt of Monterey reported 
on a series of cases of acute intestinal obstruction. 
These cases were operated on at an average of eleven 
hours after onset of symptoms. Doctor Hoyt pointed 
out that all observers agree that the time element is 
the all-important factor in this type of surgery, and 
the excellent results obtained were to be attributed 
to early operation rather than to any particular opera- 
tive technique. Serial flat plates of the abdomen, 
taken at half-hour intervals, helped greatly in arriving 
at an early diagnosis. Doctor Hoyt also favored the 
use of spinal anesthesia as a valuable aid in the oper- 
ation. Discussion was led by Doctors Parker, Gray, 
and Reeves. 

WituiaM H. Lawter, Secretary. 


c 


SAN JOAQUIN COUNTY 


The regular monthly meeting of the San Joaquin 
County Medical Society was held in the Medico- 
Dental clubrooms in Stockton on September 6. The 
meeting was called to order at 8:26 p. m. by Dr. P. B. 
Gallegos. 


The applications for membership in the San Joaquin 
County Medical Society of Doctors G. C. Richardson 
of Sonora and E. W. Thomas of Stockton were re- 
ported on favorably by the Membership Committee 
and they were duly declared elected to membership 
in the medical society on payment of their dues. 


Dr. Dewey Powell reported that the Public Rela- 
tions Committee and the Woman’s Auxiliary of the 
San Joaquin County Medical Society had accumulated 
considerable data for broadcasting, but to date had 
been unable to locate a sponsor. 


Doctor Gallegos reported on the joint meeting of 
the physicians and dentists during the summer months, 
at which time a Public Health League of California 
Chapter was established in Stockton. He urged that 
there be more interest taken by the members of the 
local medical society so that the membership in the 
Public Health League would be increased. 

Dr. Barton Powell, Jr., stated that a lens and carrier 
had been removed from the society’s lantern during 
the summer months. He moved that the Board of 
Directors be empowered to repair the old lantern and 

275 





276 


buy a new one if they saw fit. This was seconded by 
Dr. Dewey Powell, and the motion carried. 

The scientific paper of the evening was presented 
by Dr. Fred H. Kruse of San Francisco, who spoke 
on the Management and Treatment of Peptic Ulcers. 
Doctor Kruse discussed this condition very exhaus- 
tively and demonstrated by case history and x-ray 
films. The paper was discussed by Doctors G. H. 
Sanderson, Frank Doughty, and B. W. Knopf. 

There being no further business to be brought be- 
fore the society, the meeting was adjourned at 10:16 
p. m. and refreshments were served. 


G. H. Rowesacuer, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (33) 


Alameda County—Burton A. Adams, Harry Hor- 
witz. 

Fresno County—Frank K. Pomeroy. 

Los Angeles County—John L. Aird, R. R. Barbanell, 
Clifford L. Bartlett, Clarence V. Clemmer, Tracy R. 
Comstock, Elizabeth G. Dozier, Edward T. Fogel, 
Albert E. McEvers, Erich Reinard, Gilbert J. Roberts, 
Heronde N. Sheranian, Louis I. Sokol, Buell H. 
Sprague, Elvin H. Stanton. 

Orange County—Donald Abbott. 

San Bernardino County—John H. Coughlin. 

San Diego County—John D. Macpherson, Wesley S. 
Smith. 

San Francisco County——Frank M. Close, Rachel Gorb, 
Sidney M. Gospe, Robert L. Groves, John O. Haman, 
Clarence C. Porter, John Mott Rector, Bernard 
Strauss, Carl Winternitz. 


San Joaquin County—Ralph G. Cressman, G. C. 
Richardson. 


Shasta County—Curtis M. Hanna. 
Resigned (4) 


W. I. Clayes, from San Francisco County. 
Vaughn H. Mitchell, from San Francisco County. 
Martin E. Simon, from San Francisco County. 
Ernest A. Victors, from San Francisco County. 


du Memoriam 


Andersen, Louis Nels. Died at Inglewood, Sep- 
tember 6, 1934, age 69. Graduate of College of Phy- 
sicians and Surgeons, Kansas City, Missouri, 1896. 
Licensed in California in 1919. Doctor Andersen was 
a member of the Los Angeles County Medical As- 
sociation, the California Medical Association, and a 
Fellow of the American Medical Association. 


* 


Clarke, Louise Harvey. Died at Riverside, August 
27, 1934, age 75. Graduate of the Woman’s Medical 
College of Philadelphia, Pennsylvania, 1892. Licensed 
in California in 1893. Doctor Clarke was a member 
of the Riverside County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 


* 


Congdon, Willis Rollin. Died at Santa Cruz, Au- 
gust 18, 1934. Graduate of Rush Medical College, 
Chicago, 1889. Licensed in California in 1896. Doctor 
Congdon was a member of the Santa Cruz County 
Medical Society, the California Medical Association, 
and the American Medical Association. 
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Davis, William Seymour. Died at Corona, August 31, 
1934, age 73. Graduate of Miami Medical College, Cin- 
cinnati, 1885. Licensed in California in 1886. Doctor 
Davis was an honorary member of the Riverside 
County Medical Society, a former member of the 
California Medical Association, and the American 
Medical Association. 

+ 


Fry, Philip Benjamin. Died at Benicia, August 21, 
1934, age 62. Graduate of the University of California 
Medical School, 1902. Licensed in California in 1903. 
Doctor Fry was a member of the Solano County 
Medical Society, the California Medical Association, 
and a Fellow of the American Medical Association. 


+ 


Johansen, Erneste Augustus. Died at San Fran- 
cisco, September 8, 1934, age 68. Graduate of Jeffer- 
son Medical College, Philadelphia, 1892, and licensed 
in California the same year. Doctor Johansen was a 
member of the San Francisco County Medical Society, 
the California Medical Association, and a Fellow of 
the American Medical Association. 


+ 


Kellogg, Llewellyn C. Died at Loma Linda, Sep- 
tember 1, 1934, age 59. Graduate of the College of 
Medical Evangelists, 1922, and licensed in California 
the same year. Doctor Kellogg was a member of the 
San Bernardino County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 


+ 


Kuser, John Henry. Died at San Rafael, August 27, 
1934, age 70. Graduate of Ludwig Maximilians- 
Universitat Medizinische Fakultat, Munchen, Bavaria, 
1885. Licensed in California in 1895. Doctor Kuser 
was a member of the Marin County Medical Society, 
the California Medical Association, and a Fellow of 
the American Medical Association. 


i 


Roe, Jesse Nathaniel. Died at Riverside, August 4, 
1934, age 62. Graduate of the University of Buffalo 
Medical School, 1908. Licensed in California in 1927. 
Doctor Roe was a member of the Riverside County 
Medical Society, the California Medical Association, 
and a Fellow of the American Medical Association. 


* 


Sexton, Charles Loyal. Died at Los Angeles, Au- 
gust 23, 1934, age 66. Graduate of Cooper Medical 
College, San Francisco, 1895, and licensed in Cali- 
fornia the same year. Doctor Sexton was a member 
of the Los Angeles County Medical Association, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


* 


Seymour, James Harvey. Died at Los Angeles, 
August 13, 1934, age 74. Graduate of the Columbia 
University College of Physicians and Surgeons, New 
York, 1883. Licensed in California in 1889. Doctor 
Seymour was a member of the Los Angeles County 
Medical Association, the California Medical Associ- 
ation, and a Fellow of the American Medical As- 
sociation. a 


Tilton, Albert Llewellyn. Died at Los Angeles, 
August 31, 1934, age 64. Graduate of the University 
Medical College, Kansas City, 1899. Licensed in Cali- 
fornia in 1919. Doctor Tilton was a member of the 
Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 
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OBITUARIES 


James H. Seymour 
1860-1934 


On the thirteenth of August both Los Angeles and 
Southern California were called upon to mourn the 
loss of one of their most valued citizens. The medical 
profession, too, was saddened by the passing of Dr. 
James H. Seymour, whose personality and work have 
been revered for so many years. 

Doctor Seymour was born in Gloversville, New 
York, in 1860. His medical education was obtained at 
Columbia University, in the College of Physicians 
and Surgeons, from which he was graduated in 1883, 
and since 1889 he has been an ardent and loyal worker 
for medicine in California. He was also an important 
factor in medical teaching, having been a member of 
the faculty of the College of Physicians and Surgeons 
of the University of Southern California. 

Doctor Seymour’s character was of rare sweetness, 
and through it he was of service to patients, fellow 
surgeons, and students. His judgment was of the 
best and he was always sought for his nice clinical 
balance. His hands were both skilful and kind. No 
young physician ever sought his aid without receiving 
more than he had requested. For years he devoted 
much of his time to the building of the hospitals where 
he worked. 

Perhaps his greatest love was expressed in his long 
devotion to the indigent sick in the Los Angeles 
County General Hospital. It can truly be said that no 
finer service could be rendered to human beings than 
that which he gave the destitute who came under his 
care. As a councilor on the Board of Medical Advisers 
to the County Hospital and as chief of the attending 
surgical staff, he was always faithful to every task. 
In conference, he was ever mindful and considerate 
of the interests of the absent ones, represented in any 
discussion. 

Fairness and generosity marked every decision. His 
life was so full of tenderness, gentleness and consider- 
ation for all with whom he worked that it truthfully 
could be said, he was universally beloved! 

The medical fraternity extends its dearest and 
tenderest sympathy to the sorrowing family, as it joins 
them in this great bereavement. Rv. EE 


* 


L. L. Dorr 
1840-1934 


Dr. L. L. Dorr (for he always so signed his name 
rather than by his full name, Levi Lewis Dorr), for 
many years the oldest member of the San Francisco 
County Medical Society and who was made an honor- 
ary member February 8, 1927, has gone at the ripe 
age of ninety-four. 

Born in Brockton, Massachusetts, April 6, 1840, he 
enlisted at the age of twenty-one in the Federal Army 
in the war between the states; was twice wounded, 
once at Antietam. It was in the Army Hospital in 
Washington that he met Dr. Henry Gibbons, Jr., who 
stimulated his interest in the study of medicine. Their 
friendship, thus started, became intimate and lasted 
until the latter’s death in 1911. They married cousins. 

Doctor Dorr was graduated in medicine by the 
Bellevue Hospital Medical College, New York, in 
1866, and came almost immediately to California. He 
enlisted and served as surgeon in the United States 
Army, where he saw something of the trouble with 
the Indians in Arizona. He later made a trip to China 
as ship’s surgeon on one of the Pacific Mail steamers. 

He had service at the City and County Hospital, 
but resigned on his marriage in 1873 and entered pri- 
vate practice. His wife was Miss Janet Raymond. 

Prior to 1876 anyone could practice medicine in 
California, but in that year the first Medical Practice 
Act became effective on April 3. Licenses to practice 
medicine were then granted to physicians possessing 
diplomas. Doctor Dorr’s license is dated 1876. He 
served as Coroner in San Francisco from 1877 to 1881. 
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For many years he was Pacific Coast Medical Referee 
of the Equitable Life Insurance Company of New 
York. 

In 1882 he was Professor of Materia Medica and 
Therapeutics in the Medical College of the Pacific, 
the predecessor of Cooper Medical College. He was.a 
member of George H. Thomas Post No. 2, G. A. R.; 
member of the Olympic Club for many years, resign- 
ing in 1930; of the Pacific Union Club 1889 to 1923. 

He is survived by his widow and four children: 
Dr. William Raymond Dorr, superintendent of the 
County Hospital at Riverside; Louis Dorr, and two 
daughters, Mrs. A. C. Lucca of San Francisco and 
Mrs. Claude E. Brigham, wife of General Brigham, 
Chief of Chemical Warfare, U. S. A., Washington, 
re. 

In spite of the accumulation of years, Doctor Dorr 
seemed never to grow old. He delighted in associ- 
ation with younger men and retained his interest in 
their progress almost to the very end. Only in the 
last three or four years were the infirmities of great 
age noticeable. In his relations with his fellow man 
Doctor Dorr was always the courtly gentleman. He 
was a kindly spirit and he was much beloved by a 
host of friends. EMMET RIXForD. 


CANCER COMMISSION* 


Malignant Tumors of the Thyroid Gland 


Report Submitted by the Special Committee of the 
Cancer Commission of the California Medical 
Association 


CLINICAL DIAGNOSIS 


The clinical diagnosis of malignant tumors of the 
thyroid at a stage sufficiently early to offer a fair 
prospect of cure is, as yet, an unsolved problem. The 
listing of symptoms and signs by which malignant 
tumors of the thyroid can be distinguished from be- 
nign, therefore, becomes a matter of prognosis rather 
than of diagnosis—the more certain the preoperative 
diagnosis, the more hopeless the prognosis. One need 
only consider the list of findings suggestive of malig- 
nancy and remember that each is dependent upon 
extension of malignant tissue beyond the capsule of 
the thyroid gland: undue fixation of the tumor to 
the trachea or surrounding tissues, hoarseness arising 
from involvement of the recurrent nerve, dysphagia, 
local or radiating pain, and enlarged regional lymph 
nodes. It is true that there are other things suggestive 
of malignancy, such as rapid increase in size of the 
tumor or a hard consistency on palpation; but these 
are by no means diagnostic, for the first sign is found 
often in cases of benign hyperplasia or hemorrhage 
into adenomatous cysts, and the latter often is caused 
by calcareous degeneration of a benign tumor. 

This difficulty of clinical diagnosis is explained, to 
some extent, on the basis of an equal difficulty found 
by the pathologist in determining definitely the pres- 
ence of malignancy, even after an exhaustive study 
of the tissue removed at operation. In fact many 
pathologists will not agree upon a diagnosis of malig- 
nancy in thyroid tissue unless invasion of blood ves- 
sels by tumor cells can be demonstrated. It is evident 
how closely the prognosis is linked with this last 
criterion. 

It follows that the problem of thyroid malignancy 
is one of prophylaxis and prevention rather than of 
diagnosis and treatment. We know, through careful 
follow-up studies, that almost all of the five-year cures 
are among the patients whose first diagnosis of malig- 


* The Cancer Commission was brought into being by the 
House of Delegates of the California Medical Association 
to aid in the furtherance of all efforts to combat cancer. 
The roster of officers and the central office of the Com- 
mission to which communications may be sent is printed 
in this issue of CALIFORNIA AND WESTERN MEDICINE (see 
front cover directory). This column is conducted by the 
Secretaries of the Commission. 
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nancy was made either at the operating table or in 
the laboratory. 

Finding, as we do, that there are no known early 
criteria of malignancy and that our problem, there- 
fore, becomes one of prophylaxis, we must direct our 
efforts toward the recognition and elimination of the 
precancerous lesion if one can be found. 

Any enlargement of the thyroid gland is a goiter, 
but all goiters are not precancerous lesions. A simple 
classification of goiters is into diffuse and nodular 
types. The diffuse types (adolescent goiter, simple 
hypertrophy of pregnancy, exophthalmic goiter), are 
almost never the precursors of malignancy. The 
nodular or adenomatous goiters, on the other hand, 
are the primary lesions in 85 to 90 per cent of malig- 
nancies, and from 1 to 5 per cent of all nodular goiters 
coming to surgery are found to be malignant. 


It is the opinion of your committee that nodular 
goiter should be viewed with suspicion, and that 
patients having this type of goiter should not be told 
that it is entirely harmless and will never cause 
trouble. Operative removal of the goiter is to be 
recommended in all cases in which (1) recent growth 
has taken place in a previously stationary gland; 
(2) fixation of the goiter to the trachea or surround- 
ing tissues has taken place; (3) the consistency of 
the goiter is hard, and calcium deposits are not de- 
monstrable by x-ray; (4) there is a history of pain, 
dysphagia, respiratory difficulty or other pressure phe- 
nomena in a goiter previously symptomless. 

Hyperthyroidism, since it is found in about half of 
the patients with malignant goiter, has no especial 
significance with regard to the presence or absence 
of malignancy. On the other hand, if hyperthyroidism 
always were considered as an indication of thyroid- 
ectomy, half of the patients with carcinoma would be 
included in those operated upon. 


Although your committee does not feel it advisable 
to recommend the removal of all nodular goiters in 
persons over the age of twenty-five years, it is, never- 
theless, worthy of note that this would be the only 
approach to the complete elimination of malignant 
disease of the thyroid gland. With regard to indica- 
tions of malignancy, and for cancer prophylaxis in 
patients under twenty-five years of age, it should be 
pointed out that the most frequent precancerous lesion 
in this group is aberrant thyroid tissue. We, there- 
fore, recommend the complete removal of all laterally 
or otherwise abnormally placed thyroid nodules. 


TREATMENT 


The type of treatment is based upon the stage of 
advancement at the time of recognition. Patients with 
thyroid malignancy are best segregated into three 
classes—those in whom the diagnosis is made before 
operation; those in whom the diagnosis is made at 
operation; and those in whom it is made by patho- 
logical examination. Those patients in Group 1, who 
are without demonstrable distant metastases, espe- 
cially to the bones, should have as complete an electro- 
surgical removal of the tumor as is possible without 
damage to the trachea, laryngeal apparatus, or para- 
thyroid bodies. This should be preceded and followed 
by deep roentgen or radium therapy. In the cases in 
which the technical difficulties of removal of the 
tumor seem too great, the procedure may be reversed, 
or x-ray therapy alone may be resorted to. 


The patients in Group 2, in whom malignancy is 
recognized first at the operating table, usually have 
malignant adenoma with penetration of the capsule 
of the tumor. A total lobectomy is indicated in these 
cases, with the removal of as much surrounding tissue 
or portions of the other lobe as is necessary to eradi- 
cate the growth. In these, as in the cases in Group 1, 
electrosurgery probably should be used at once upon 
discovery of the malignancy. A course of intensive 
roentgen therapy should follow the operation, begin- 
ning before the patient is discharged from the hospital. 

In Group 3 we find the early cases. In most in- 
stances, the growth is entirely within the capsule of 
the adenoma. In this group are found also the cases 
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of questionable malignancy in which, in many in- 
stances, the diagnosis will remain unproved unless 
recurrence takes place. In the large majority of these 
cases, the primary operation is curative and no further 
treatment is indicated. If, however, pathological ex- 
amination shows that the tumor has penetrated the 
capsule of the adenoma, a second operation should be 
done immediately with removal of the entire lobe 
from which the malignant adenoma arose. Postopera- 
tive roentgen therapy is advisable. 

In the presence of recurrence many patients may 
be carried through a number of years and, rarely, 
even an apparent cure be brought about by roentgen 
therapy. It is agreed that, if such therapy is not 
primarily effective or if the malignant tissue eventu- 
ally loses its radiosensitivity, no benefit can be ex- 
pected from further surgery. 


SUMMARY 


1. Cancer of the thyroid which can be diagnosed 
clinically is rarely curable. 


2. In a high percentage of cases, cancer of the thy- 
roid is believed to arise from a malignant degenera- 
tion of a previously benign nodular goiter. 


3. The malignant potentialities of nodular goiter 
should be recognized by the medical profession. Pa- 
tients over twenty-five years of age should not be 
advised to forget a nodular goiter, but should be ob- 
served frequently and asked to report for examination 
at the first sign of any change in the goiter. 


4. Surgical removal should be advised for all pa- 
tients with nodular goiter if they show (a) pressure 
symptoms, (b) progressive increase in the bulk of the 
goiter, (c) pain, (d) suggestive fixity, (¢) hardness in 
consistency not caused by calcification, (f) demonstra- 
ble hyperthyroidism. 

5. Inasmuch as the operative mortality is from eight 
to ten times greater in malignant than in benign 
goiter, early operation, before the onset of malignancy, 
is to be desired, and the surgical treatment of sus- 
pected malignant goiter should be in the hands of 
surgeons adequately trained in thyroid surgery. 

6. Radiotherapy, when given should be thorough, 
adequate and complete. and should be given by a phy- 
sician competently trained as a therapist. 


Respectfully submitted, The Committee on Thyroid 
Tumors, 


By H. H. Sears, Chairman 
Frank H. Bowtes, Secretary 
A. B. Cooke 
C. T. SturGeon 
Wattace I. Terry 


THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION* 


MRS. PHILIP SCHUYLER DOANE 
MRS. ELMER BELT 


President 
Editor and Chairman of Publicity 


Norte: The space allotted by the California Medical 
Association Council to Auxiliary news is one page. \t 
the request of the Auxiliary President, the three and 
one-half page report on the national convention of the 
Auxiliary was printed in the September issue (pages 
205-208) with the understanding that the October 
issue would not print any Auxiliary news items. 


* As county auxiliaries to the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. A. Elmer Belt, 
chairman of the Publicity and Publications Committee, 
2200 Live Oak Drive, Los Angeles. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Belt and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the editor to allocate one page In 
every issue for Woman’s Auxiliary notes. 
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HORACE J. BROWN, M.D.... Associate Editor for Nevada 
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E. E. HAMER, Carson City 
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J. N. VAN METER, Las Vegas. ...First Vice-President 
W. H. FROLICH, East Ely....... Second Vice-President 
HORACE J. BROWN, Reno...................Secretary-Treasurer 







COMPONENT COUNTY MEDICAL 
SOCIETIES 


WASHOE COUNTY 


The Washoe County Medical Society met on Tues- 
day evening, September 11, in the State Building. In 
the absence of Doctor Paradis, president, Doctor 
Smith presided. 


A communication from Doctor Jablons of New 
York City was read. This communication was in 
reference to the treatment of the Jewish physicians 
in Germany under the present Nazi Government. The 
communication was accompanied by a copy of the 
resolutions adopted by the New York State Medical 
Society praying for relief of the harsh treatment 
being accorded the Jewish physicians of Germany. 
The communication, together with the resolutions, 
were ordered referred to the Nevada State Medical 
Society, to be considered by that body at its annual 
meeting September 21 and 22. 


Next was the presentation of bills by Doctor Brown 
for newspaper insertions with reference to conditions 
which arose at the last primary election. Bills were 
allowed and ordered paid. 


The name of Dr. Louis E. Lombardi was presented 
for membership in the society. It being ascertained 
that he had complied with all the requirements for 
admission into the society, upon motion he was unani- 
mously elected. 

The Committee on Ways and Means, whose duty 
it should be to take up matters of legal interest per- 
taining to the medical profession, then came up for 
consideration. The chair appointed Doctors J. L. 
Robinson, George L. Servoss, W. E. Shaw, Horace J. 
Brown, and Donald Maclean. 


There were no clinical cases presented for dis- 
cussion. The essayists for the evening were then pre- 
sented. Dr. Francis E. Morley of Gardnerville then 
presented the paper of the evening on Antepartum 
Care. The following are excerpts from his paper. 


“The general practitioner delivers the vast majority 
of the two million babies born in the United States 
each year. The mortality from this vast number of 
the mothers has been placed at from twelve to fifteen 
thousand per year. Ninety-five per cent of the mothers 
need neither hospitals nor care of specialists for their 
accouchement. So the general practitioner will con- 
tinue to shoulder the responsibility for the care of 
these women which he is perfectly willing to assume 
and allow the obstetrician, and other research workers 
in the meantime to work out such suggestions for pre- 
venting this high mortality as their experience will 
develop. 

“The New York Obstetric Society resented the state- 
ment as made in November, 1933, by the New York 
Academy of Medicine in which the Academy of Medi- 
cine sought to place the responsibility for fully 60 per 
cent of this mortality at the door of the general prac- 
titoner. The New York Academy of Medicine still 
went further and stated that the midwife should be 
encouraged. This unfavorable comment could have 
none other than a reactionary trend tending to emu- 
late the midwife and to make a scapegoat of the 
tamily physician. This report was eagerly seized by 
the lay press and given the widest publicity, much to 
the detriment of the hard-working and conscientious 
family physician. But, fortunately, Doctor Fishbein 
came forward with the statement that obstetrical care 
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in the United States for the majority of women is as 
good, if not better, than in the majority of civilized 
countries. 

“Out of the great number of parturient women in 
the United States, five per cent or less need special- 
ized care. There has been no unusual discovery in 
obstetrics for the past thirty-five years. Marching 
along in the vast army of expectant motherhood there 
are thousands of women who should not be mothers 
by reason of certain mental and physical defects, 
while among the remaining number many meet up 
with abnormal conditions that are peculiar to this 
period, 

“The stress and strain of pregnancy may manifest 
themselves according to the duration and intensity 
of this peculiar period manifesting through the renal, 
hepatic, vascular, cerebral, or glandular systems. 
When a perfectly healthy woman becomes pregnant, 
her chances of suffering from gastro-intestinal dis- 
turbances is better than 50 per cent. The parturient 
woman undergoing her pregnancy is physiologically 
entirely different from what her condition is during 
the non-pregnant period. The usual nausea and vomit- 
ing in pregnancy manifested in 50 per cent of all preg- 
nant women induces physiochemical changes in the 
body which in turn induces a direct change in her 
metabolism. Science has not yet determined the cause 
of these profound physiological changes, and until 
such is done, the best that our science can do is to 
intelligently foresee by such means at our command 
and make every possible effort to forestall an impend- 
ing crisis. 

“Every obstetrician should consider his parturient 
patient as requiring at least nine periodic health ex- 
aminations, and more if the circumstance of the case 
justifies it. Upon the basis of his obstetric judgment 
derived from these examinations the family physician 
can best determine what steps to take in the interest 
of the patient should an emergency arise. The family 
doctor is the most logical man to render wise ante- 
partum care. He knows the normal physiological 
limits of his patient and is thoroughly acquainted 
with the home-life conditions of the patient, and can 
arrive at a better sense of judgment with reference 
to her individual reserve than can anyone else. This, 
after all, will best determine the future well-being of 
the patient.” Tuomas W. Batu, Secretary. 








Trichomonas Vaginalis Vaginitis—In treating Tricho- 
monas vaginalis vaginitis, Holter thoroughly cleanses 
the vulva, vaginal wall, cervix, and anal region with 
tincture of green soap and warm water. The vagina is 
cleansed with warm tap water, wiped as dry as possi- 
ble and dried by holding a low-pressure air current 
at the mouth of the speculum for a few minutes. The 
vagina and cervix are then sprayed with a 1:1,000 
solution of hexylresorcinol by connecting a spray to 
the low-pressure air current. A tampon soaked in 
a solution of boroglycerid is then inserted high into 
the vagina. The vulva and thighs are then wiped dry 
and painted with a 50 per cent solution of glycerin. 
The tampon is removed the next day and the patient 
takes a douche with one tablespoonful of tincture of 
green soap in two quarts of water. Douches should 
be taken morning and night on the two days, follow- 
ing the treatment. The vulva and thighs are painted 
with the 50 per cent solution of glycerin after each 
douche. These treatments should be continued until 
the trichomonads are absent on at least three suc- 
cessive hanging drop examinations. When the treat- 
ments are discontinued, the patient takes lactic acid 
douches daily. During pregnancy, the local treatments 
can be continued as outlined, until about six weeks 
before term. After that time it is advisable to use 
4 per cent mercurochrome instillations with a sterile 
catheter every other day. In resistant cases the vagi- 
nal walls and cervix may be painted with tincture of 
iodin instead of the solution of hexylresorcinol.— 
Kansas Medical Society Journal. 




















































































































































































































































































































































































































MISCELLANY 


Under this department are ordinarily grouped: 


News; Medical Economics; Correspondence; Twenty-five Years Ago 


column; Department of Public Health; California Board of Medical Examiners; and other columns as occasion may 


warrant. 


Items for the News column must be furnished by the fifteenth of the preceding month. For Book Reviews, 


see index on the front cover, under Miscellany. 











NEWS 


Coming Meetings 


American College of Surgeons, Boston, Massachusetts, 
October 15-19. Franklin R. Martin, M.D., 40 East 
Erie Street, Chicago, Director-General. 

American Medical Association, Atlantic City, New 
Jersey, June 10-14, 1935. Olin West, M. D., 535 North 
Dearborn Street, Chicago, Secretary. 

California Medical Association, Yosemite National 
Park, May 13-16, 1935. Frederick C. Warnshuis, M.D., 
450 Sutter Street, San Francisco, Secretary. 

Interstate Postgraduate Medical Association of North 
America, Philadelphia, Pennsylvania, November 5-9. 
W. B. Peck, M. D., 27 East Stephenson Street, Free- 
port, Illinois, Managing Director. 

Radiological Society of North America, Memphis, 
Tennessee, December 3-7, 1934. Donald S. Childs, 
M.D., 607 Medical Arts Building, Syracuse, New 
York, Secretary. 


Medical Broadcasts* 


American Medical Association Health Talks. — The 
American Medical Association broadcasts on a western 
network of the Columbia Broadcasting System each 
Thursday afternoon on the Educational Forum from 
4:30 to 4:45, central daylight saving time. 


7. «ff 7 


San Francisco County Medical Society.—The radio 
broadcast program for the San Francisco County 
Medical Society for the month of October is as 
follows: 

Tuesday, October 2—KJBS, 11;15 a.m., and KFRC, 
1:15 p.m. Subject: Colds and Their Complications. 

Tuesday, October 9—KJBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: Epidemic Influenza. 

Tuesday, October 16—KJBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: Communicable Diseases in the 
Home. 

Tuesday, October 23—K]JBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: The Dangers of Sunlight and 
Ultra-Violet Ray. 

Tuesday, October 30—KJBS, 11:15 a.m., and KFRC, 
1:15 p.m. Subject: The Staff of Life. 


v 7 A 


Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of October is as follows: 
Tuesday, October 2—KECA, 11:15 a.m. 

Health Talk. 

Saturday, October 6—KFI, 9 a.m. 

Talk. 

Saturday, October 6—KFAC, 10 a.m. 

Doctor and You. 

Tuesday, October 9—KECA, 

Health Talk. 

Saturday, October 13—KFI, 9 a.m. Subject: Health 

Talk. 

Saturday, October 13—KFAC, 10 a.m. Subject: Your 

Doctor and You. 


Subject: 
Subject: Health 
Subject: Your 


11:15 a.m. Subject: 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (giving 
station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column, 
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Tuesday, October 16—KECA, 
Health Talk. 

Saturday, October 20—KFI, 9 a.m. 
Talk. 

Saturday, October 20—KFAC, 10 a. m. 
Doctor and You. 

Tuesday, October 23—KECA, 11:15 a.m. Subj 
Health Talk. 

Saturday, October 27 —KFI, 
Health Talk. 

Saturday, October 27—KFAC, 10 a.m. Subject: Your 
Doctor and You. 

Tuesday, October 30—KFI, 
Health Talk. 


11:15 a.m. Subject 
Subject: | 


Subject: You 


9:00 a. m. Subject 


22:15 a: m. 


Subject: 


Cancer Commission of the California Medical As- 
sociation Honored.—A letter from Dr. Alson R. Kil- 
gore, secretary of the California Medical Association 
Cancer Commission, contains information which should 
be gratifying to members of the California Medical 
Association, who have had an opportunity to read 
the Commission’s reports as they have appeared in 
CALIFORNIA AND WESTERN MEDICINE at different times 
during the last two years. 

Doctor Kilgore writes: 

“It should be of interest to the members of the 
California Medical Association that the cancer survey 
studies, made by the Cancer Commission, have at- 
tracted much favorable interest outside the State. The 
entire series is being reprinted at the present time in 
the Bulletin of the American Society for the Control of 
Cancer in New York. The Bulletin reaches those inter- 
ested in cancer and its control throughout the United 
States and is, incidentally, a monthly summary of 
important cancer work which should be in the hands 
of California physicians interested in this important 
field.” 

Members of the California Medical Association who 
wish to receive the Bulletin should write to Dr. A. R. 
Kilgore at 490 Post Street, San Francisco. 


Annual Meeting of the Radiological Society of 
North America.—The Radiolagical Society of North 
America will hold its next annual meeting at the 
Hotel Peabody, Memphis, Tennessee, December 3-7, 
1934. The medical profession is cordially invited to 
attend. Further information may be obtained by ad- 
dressing the secretary-treasurer, Dr. Donald S. Childs, 
607 Medical Arts Building, Syracuse, New York. 


President Roosevelt’s Interest in Crippled Children. 
President Franklin Roosevelt, himself a victim of in- 
fantile paralysis, through his courage in striving to 
overcome some of the sequelae of the disease, has led 
many lay citizens to take an interest in crippled chil- 
dren. An Associated Press dispatch presents the fol- 
lowing information: 

“President Roosevelt is proving a veritable Pied 
Piper to the nation’s crippled children. 

“His interest in them, and their interest in his tri 
umph over infantile paralysis, has caused literally 
thousands of them to come trooping for attention from 
remote places. A new national picture of their needs 
is taking form. 

“Surveys in many States have been stimulated. 
There has now been some actual counting of the 
noses of the crippled boys and girls, and a tallying 
of what is being done for them. 
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“Due to depression’s toll on all charitable activities, 
the results of even these scattered censuses are said 
to have been sufficiently startling to merit some spe- 
cial attention by Congress next winter when it begins 
working on the social welfare front. 

“Wherever the President goes, crippled children 
come to him. Mrs. Roosevelt, too, is their magnet. 
And a steady stream report by mail... . 

“Some work for crippled children has grown up as 
an inevitable sideline to relief activities, as State 
Emergency Relief Association projects put to work 
unemployed physicians and nurses. 

“Mississippi, first State to make a survey in con- 
nection with its unemployed activities, found 6,457 
crippled children under fourteen years of age. 

“\ Florida survey showed 4,000 crippled children 
of school and preschool age, 1,000 from families finan- 
cially unable to provide treatments. 

“In Missouri, 2,889 crippled children’s cases were 
reported. 

“Other States whose emergency relief administra- 
tions have aided in care and treatment of crippled 
children are: Arkansas, Colorado, Louisiana, Maine, 
Michigan, Nevada, New Jersey, North Carolina, Texas, 
Utah, Washington, West Virginia, and Wisconsin. 

“In the nation-wide picture, twelve States supply 
detailed information of programs which reach all 
children with physical defects. They are Colorado, 
Florida, Michigan, Missouri, Nebraska, New York, 
Ohio, Pennsylvania, Tennessee, Utah, West Virginia, 
and Wisconsin. Thirty-seven States make some pro- 
vision for rehabilitation of crippled children. A few 
States have submitted no evidence of any facilities or 
plans for their care.” 


Dinitrophenol.—Dinitrophenol, the antifat drug, said 
to be used by more than one hundred thousand per- 
sons in the United States for reducing, should be 
placed on the poison list, to be issued only by pre- 
scription, it was declared as a round-table discussion 
at the American Public Health Association meeting 
in Pasadena, by Doctors Windsor C. Cutting, P. J. 
Hanzlik and Maurice L. Tainter of the Stanford Medi- 
cal School at San Francisco. They said dinitrophenol 
is a high explosive, and was used in the World War. 


President of American Public Health Association 
Gives Views on Birth Control.—President Haven 
Emerson’s remarks were reported as follows: 


“Although the United States leads most other na- 
tions in public health work, more consideration for 
the mother must be shown to reduce the maternal 
mortality rate, Dr. Haven Emerson, president of the 
American Public Health Association, declared at the 
association’s sixty-third annual meeting in Pasadena. 


_ “Twenty-third on the mortality table of the civil- 
ized nations of the world, this country must adopt 
methods that will eliminate the ‘disgraceful condition,’ 
Doctor Emerson said. 


““Let us teach for the sake of women the knowl- 
edge which will permit them to choose the time and 
circumstances of their own child bearing,’ the health 
association president told more than three thousand 
delegates assembled in the Civic Auditorium. 


“He also urged the delegates to ‘recognize the new 
health problem of diabetes, a disorder of metabolism 
which has grown with a command of foods and the 
Power of mechanics, permitting man’s escape from 
physical drudgery, and teach such adjustment in nutri- 
tion and muscular activity as experience indicates.’ 


_ “Speaking of the growth in this country and abroad 
‘in the understanding of the useful functions of agen- 
cies for the dissemination of birth control information,’ 
Doctor Emerson urged that health officers confer with 
hospitals, medical schools and social agencies in their 
communities so that a collaboration of these elements 
may come about without violence to the susceptibili- 
ties of any church or social group which may hesitate 
to lend its approval to such a practice.’ 
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Oakland, Pasadena, and Santa Ana Honored in 
Health Conservation Contest—A Pasadena newspaper 
printed the below item: 

“Pasadena’s health conservation work was second 
best among cities in the United States with a popu- 
lation of 50,000 to 100,000, and will receive an honor- 
able mention certificate. 

Results of the health conservation contest sponsored 
jointly by the United States Chamber of Commerce 
and the American Public Health Association was an- 
nounced on September 5 at the first general session 
of the association, held in the Civic Auditorium. 

“Since 1929, Pasadena has won honorable mention 
every year. 

“Schenectady, New York, won first place in the 
50,000 to 100,000 population class. Each first-place 
winner received a bronze plaque last night. 

“The contest is based upon the development of 
health service, both official and unofficial. 

“The other four first-prize winners were Baltimore, 
population 500,000 or over; Rochester, N. Y., 250,000 
to 500,000 population; Hartford, Conn., 100,000 to 
250,000 population; and Hackensack, N. J., 20,000 to 
50,000 population. 

“Adolph Schleicher, director of the United States 
Chamber of Commerce, made the awards. 

“Santa Ana and Oakland were other California 
cities receiving honorable mention. Only four cities 
besides Pasadena received honorable mention in the 
50,000 to 100,000 population class. 


Sterilization in Germany.— Under the caption 
“Baden Puts Ban on Ridicule of Persons Who Are 
Sterilized,” the Los Angeles Evening Herald recently 
printed the following Associated Press dispatch: 

“The State of Baden has published a warning of 
punishment for persons who ridicule subjects of sterili- 
zation operations, of which 572 have been performed 
since January 1. 

“The action is a step in a broadening and coérdina- 
tion of the Nazi Government’s eugenics campaign. 
State governments were instructed by Wilhelm Frick, 
minister of the interior, to centralize their health rec- 
ords for a national eugenic index.” 


Interstate Postgraduate Clinics. — An international 
assembly of the Interstate Postgraduate Medical As- 
sociation of North America will be held at Philadel- 
phia, Penn., on November 5 to 9, 1934, inclusive. In 
addition, preassembly clinics will begin on Novem- 
ber 3, and postassembly clinics will be continued on 
November 10. Full information concerning these 
clinics may be had by writing to the managing di- 
rector of the clinics, Dr. William B. Peck, Freeport, 
Illinois. See, also, advertising page 28 of the Sep- 
tember CALIFORNIA AND WESTERN Mepicine. An inspec- 
tion of the preliminary program indicates a presenta- 
tion of subject-matter, both didactic and clinical, of 
broad scope and interest. 


Check on Free Treatment in Paris Hospitals.—A 
cable press dispatch from France indicates that the 
prestige of the high grade of medical service in public 
hospitals has produced a dispensary evil akin to that 


met with in the United States. The news item is as 


follows: 

“Rich people should not be admitted for free treat- 
ment in the Paris hospitals, according to the director 
of the Assistance Publique. 

“He states in a circular that, partly because of the 
economic crisis and partly because of the great im- 
provement in the services of the free public hospi- 
tals, a great many people have sought free treatment 
who were well able to pay for medical attendance in 
their homes or in private clinics. French hospitals 
are crowded, and the circular instructs directors to 
ascertain the financial resources of those seeking ad- 
mission.” 
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Pacific Association of Railway Surgeons. — The 
thirty-second annual session of the Pacific Association 
of Railway Surgeons was held at San Francisco on 
September 6 and 7. Headquarters were at the Clift 
Hotel, the meetings being held in Harkness Hall of 
the Southern Pacific Hospital. The guest of honor 
was Dr. Walter B. Coffey, chief surgeon of the 
Southern Pacific Hospital, who was the founder of 
the Association. The scientific program was given on 
Friday, September 6, and included papers by the 
following surgeons: Doctors L. L. Stanley, San Quen- 
tin; Walter B. Coffey, San Francisco; Clarence G. 
Toland, Los Angeles; C. A. Thomas, Tucson, Ariz.; 
George W. Pierce and Gerald B. O’Connor, San Fran- 
cisco; E. E. Hamer, Carson City, Nev.; Wallace 
Dodge, Los Angeles; William L. Weber, Los Ange- 


les; H. H. Beard, New Orleans; Harry Coffey, San 
Francisco. 


The paper by Doctor Thomas was a tone film in 
natural colors by a new process. One layman was 
on the program, Mr. Joseph B. Strauss, chief engi- 
neer, of the Golden Gate Bridge, who presented slides 
showing details of the construction of this bridge, 
which is to have the longest span in the world. On 
Saturday a visit was made to the Marin towers of 
the bridge, after which the members of the Associ- 
ation motored to San Quentin, where as guests of the 
retiring president of the Association, Dr. L. L. Stan- 
ley, they made an inspection of the prison, followed 
by luncheon in the main dining room of the institu- 
tion. The newly elected president of the Association 
is Dr. G. L. Sobey of Paso Robles, and the new 
vice-president is Dr. Ignacio Chavez of Guadalajara, 
Mexico. Next year’s meeting will be held in Portland, 
Oregon. Surgeons doing railroad work are invited to 
write for information to the secretary, Dr. W. T. 
Cummins, Southern Pacific Hospital, San Francisco. 


Handling of Tuberculosis Patients in Los Angeles 
County Criticized—On September 4 the Los Angeles 
Times printed an article based on the report of a com- 
mittee of physicians who had been appointed to make 
a survey of the manner in which the County of Los 
Angeles was caring for its tuberculous sick. The 
article had the following heading and subheadings: 

“County Sick Care Scored—Doctors Report Need- 
less Cost—Waste of Lives Charged and Unified Con- 
trol Favored on Tuberculosis Aid—Larger Nutritional 
Outlay and Central Observation Urged for Savings.” 

Some paragraphs from the article follow: 

“Lack of system and unified control in the handling 
of tuberculosis patients in Los Angeles County is 
wasteful of human lives and is needlessly costing tax- 
payers many thousands of dollars each year, accord- 
ing to the report of a medical investigating committee 
forwarded to the Board of Supervisors. 


“The committee of medical men was appointed last 
July by Earl E. Jensen when he was county super- 
intendent of charities. He resigned recently. 

“Members of the committee signing the report were 
Dr. F. M. Pottenger, Dr. Raymond J. Cary, Dr. Carl 
R. Howson, and Dr. Hugh Edwin S. Bennett. 


“Twenty institutions throughout the country were 
studied by the committee in analyzing the situation. 

“We find,’ the report states, ‘that the situation is 
chaotic and believe this is largely attributable to an 
indefiniteness of procedure and a lack of central con- 
trol. An absence of system and a lack of proper co- 
ordination are in evidence in placing of patients in 


institutions, the treatment of them while confined 
therein and in their care in homes after discharge. 

““Tn various institutions and rest homes other than 
Olive View which we visited, we found a lack of uni- 
formity in the accommodations provided; the amount 
of money paid by the county to have no definite bear- 
ing on the type of care given; and the medical and 
dental services to be, in many instances, totally in- 
adequate. A lack of discipline is apparent in many 
cases. 
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“‘This lack of system is wasteful both in human 
lives and money, and we believe is needlessly costing 
the county many thousands of dollars each year. 

“Tuberculosis, as long as it is active, is a disease 
which requires close medical supervision and treat- 
ment.’” 


California Dietitians’ Association.—A review of the 
recent meeting of this association gives the following 
information: 

The American people are becoming increasingly 
health-conscious and are watching their diets more 
closely. 

Even the children of today know about vitamins 
and understand what these food chemicals do to 
build sturdy bodies. 

These were keynotes of the tenth annual conven- 
tion of the California Dietitians’ Association which was 
held at the Huntington Hotel in Pasadena recently. 

The convention was called to order by Miss Char- 
lotte Sloan of San Francisco, the president, with more 
than one hundred delegates attending. The conven- 
tion was welcomed by Dr. Stephen Smith of Pasa- 
dena. 

In the first address on the program, Dr. Leonard J. 
Brunie discussed “Arthritis—Its Cause and Cure.” ... 

Miss Reeva Hinyan, vice-president of the associ- 
ation, discussed some menus designed to aid in re- 
ducing weight. 

“The normal diet should average 2,200 calories a 
day,” she said. “A reducing diet of only 900 calories 
a day has been found effective. 

“But the time has passed when we should follow 
diet fads which prescribe some strange combinations 
of raw food. The ideal diet included a little of all 
types of food. 

The same principle of all diets, whether normal, 
reducing, or curative, is moderation. 


A Reducing Diet 


“Here is a simple breakfast diet for reducing: One- 
half grapefruit, two eggs, one slice of whole wheat 
toast, one cup of black coffee. 

“Luncheon—Vegetable soup, cottage cheese salad 
with celery hearts, string beans, a glass of skim milk, 
fresh fruit or berries without sugar or cream. 

“Dinner—A broiled steak or fish, carrots, tomato 
salad, a glass of skim milk, fresh fruit. 


“The diet of a man who works hard physically 
should average 3,000 to 3,500 calories a day. A grow- 


ing child should also have more than the ordinary 
normal diet.” 


Other speakers at the morning session included Dr. 
Alfred E. Koehler, Miss Helen B. Anderson of the 
Scripps Metabolic Clinic at La Jolla, who presided at 
the luncheon session; Dr. D. D. Comstock and Bruce 
Whitehead. ... 


The afternoon session, in charge of Mrs. Pauline 
Clayton Hoyt of the Los Angeles County Hospital, 
will be devoted to three sections—community educa- 
tion, dietotherapy, and administration. 


A public meeting was held at the Pasadena Civic 
Auditorium, with Dr. F. M. Pottenger presiding and 
a principal address by Dr. D. W. Sansum on “The 
Cause and Treatment of Overweight.” .. . 


American Public Health Association Meeting 
Pasadena.—The sixty-third annual session conven 
at Pasadena on September 3 for four sessions, 
which many public health topics were discussed }: 
physicians and sanitarians who came from all pot 
tions of the United States to take part in the con- 
vention. Excerpts from a newspaper article on one 
of the four days’ session gives an index of the nature 
of subjects discussed. Quotations on the September 3 
meeting follow: 

“Except for increased illness among the ‘new poor,’ 
the health, especially of children, in this nation, has 
shown a surprising improvement during the depres- 
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sion, due to increased vigilance of public health work- 
ers, Dr. Hugh S. Cummings, Surgeon-General of the 
United States, revealed today. 

“The Surgeon-General headed an army of delegates 
to the American Public Health Association’s sixty- 
third annual convention, which formally opened its 
four-day meeting on September 3. More than fifty 
nationally known authorities brought tidings of man’s 
latest victories and defeats in his never-ending battle 
with his ancient and dishonorable foe, the microbe. 

““If the present tendency of the succeeding waves 
of civilization to be of longer duration, and of suc- 
ceeding intervals of barbarism to be shorter, is to 
continue, it will be through increasing wisdom in con- 
trol of life rather than by additional control over 
material things.’ This was the declaration of Dr. 
Haven Emerson, national president of the association, 
whose address featured the convention‘s first general 
session in the Civic Auditorium. 


Unessentials Listed 
“It is unlikely,’ he asserted, ‘that we shall possess 


such wealth that, all can at the same time have the. 


indulgence and the enduring satisfactions or securities 
of life. Five unessentials, the use of which we can 
reduce in order to use the same money for health 
are: alcohol, tobacco, tea, coffee, and cosmetics!’ 
“Dr. Emerson noted that so-called ‘loathsome’ dis- 
eases could be controlled, if not eradicated entirely, 
by provision for the application of new knowledge. 
“‘Let us recognize,’ he continued, ‘the new health 
problem of diabetes that has grown with the abun- 
dance of food and with the advent of devices that 
save exertion. Let us teach, for the sake of women, 
the knowledge which will permit them to choose the 
time and circumstance of their own child bearing.’ 
“Surgeon-General Cumming revealed in an inter- 
view that ‘taking the United States as a whole, there 
now are virtually no epidemic diseases at the present 
time. Your unfortunate infantile paralysis scare was 
short-lived due to competent handling, and loss of 
life was held to a minimum.’ 
“It seems unbelievable, but the fact is that, despite 
the depression, the nation’s death rate is now the 
lowest in its history, thus indicating good nutrition.’ 


Cancer Discovery 


“A sensational discovery that cancer of the breast 
is more common among unmarried women was re- 
ported by Dr. Emil Bogen of Olive View Sanitarium, 
Olive View. He announced findings that indicate 
some forms of this scourge probably are caused by 
insufficient nursing of children. 

“There were 373 deaths from malaria in Florida in 
1933, Dr. Henry Hanson, Florida state health officer, 
asserted. Malaria outbreaks, he said, appear to be 
connected definitely with rainfall cycles, the point 
being that more stagnant pools that breed mosquitoes 
result from extended periods of heavy rainfall. 


Reducing Drug 


“The rotund delegates flocked to a lecture on the 
use of dinitrophenol, newly discovered reducing agent, 
by Dr. M. L. Tainter of Stanford University. ‘The 
use of this drug,’ he asserted, ‘is increasing to an 
astonishing degree. More than one hundred thousand 
corpulent persons and victims of other nutritional dis- 
orders are being treated with it.’ 

“There are more traffic accidents in California be- 
cause of the large number of motor tourists who are 
ignorant of local traffic rules, Captain H. L. Barlow 
of the Los Angeles Police Department pointed out. 
_“Los Angeles is about the only city in the United 
States that has no sewage-laden streams or lakes 
tributary to its water supply, according to R. F. 
Goudey, Los Angeles sanitary engineer. 


Disease Discussed 


“Following a symposium on infantile paralysis at 


the Hotel Huntington, Dr. J. C. Geiger, San Fran- 
cisco health officer, revealed there are indications that 
the recent Southern California outbreak, although 
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dormant here, has spread to other states, including 
Oregon, Washington, Arizona, and British Columbia. 

“Los Angeles and Pasadena health experts agreed 
that studies of the Southern California outbreak indi- 
cate swimming pools may be discarded as sources 
of infection, and that most of those who contracted 
the disease did so immediately after great physical 
exertion. 

“Dr. John L. Pomeroy, Los Angeles County health 
officer, reported that twenty thousand Southland chil- 
dren attended Boy Scout, Girl Scout, and other or- 
ganized vacation camps during the height of the out- 
break and that, due to systematic tests, not a single 
case developed.” 


Health Director Geiger on “Ambulance Chasing.”— 
The San Francisco Examiner of September 25, under 
the heading “Geiger Offers ‘Ambulance Chasing’ 
Cure—Thorough ‘House Cleaning’ in Medical, Legal 
Professions Proposed by Health Director,” printed 
the following: 

“A thorough ‘house cleaning’ in the medical and 
legal professions, instead of the creation of a new 
commission, was advocated as a cure for ‘ambulance 
chasing” yesterday by Dr. J. C. Geiger, director of 
public health. 

“While agreeing there was merit in the suggestion 
of Dr. Edmund Butler, chief of the emergency service, 
an impartial board investigate every automobile acci- 
dent case, Doctor Geiger felt this could be taken on 
as an added function of the State Industrial Accident 
Commission. 

“*There is no need of creating a new commission,’ 
the health officer said. ‘What we need more than 
anything else is honesty all the way through, an in- 
vestigation conducted by the Medical Society as well 
as the Bar Association, revealing the names of all 
who are involved, regardless of whom it hits. 

““T believe a thorough airing of all the evidence in 
every automobile casualty case should be made in the 
courts. No question but some physicians so far forget 
the ethics of the profession as to color their testimony 
to suit their client, just as certain lawyers make a 
business of ‘ambulance chasing’ in all its ramifica- 
tions.’ 

“Doctor Butler said a chief fault of the present sys- 
tem was inequality of jury verdicts on accident claims. 

“‘*One victim might lose a toe and be awarded 
$15,000 damages,’ he explained, ‘while another, actu- 
ally incapacitated by serious injury, receive only a 
nominal sum. Under my plan, the jury would fix the 
responsibility and an impartial commission then set 
the amount of damages.’ 

“The proposals are the outcome of the recent report 
on the year’s investigation of ‘ambulance chasing’ 
by the California State Bar. Doctor Geiger gave a 
practical demonstration of ‘house cleaning’ a year 
ago during the Examiner’s exposé of the activity of 
‘runners’ and ‘tipsters’ in the Emergency Hospital 
Service, in which Doctor Butler codperated. 

“The result was the dismissal, suspension and dis- 
ciplining of a number of attaches, as well as board of 
health rules making contact with ‘runners’ cause for 
instant dismissal.” 


Industrial Accident Commission of California—The 
August, 1934, report of Director T. A. Reardon to the 
Governor’s Council contained the following statements 
concerning the Compensation Department: 

The statistics covering the Commission’s formal de- 
cisions have now been completed, covering the fiscal 
year ending June 30, 1934. Six thousand, one hundred 
seventy-two original applications have been filed as 
against 5,966 during the previous fiscal year, indicat- 
ing an increase of 3.5 per cent. 

The number filed during the last fiscal year is 
within sixty-three cases of the Commission’s all-time 
high (year ending June 30, 1931). The average time 
between the filing of an application and the Com- 
mission decision during the period was 2.37 months. 
The Commission decided 6,095 original cases during 
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the last fiscal year, 
cases. 

In addition to the original decisions, the Com- 
mission rendered 3,756 supplemental decisions, giving 
a total decisions for the fiscal year ending June 30, 
1934, in the staggering amount of 9,851. 

At the time of the passage of the Federal Bank- 
ruptcy Act, compensation was unknown and, of course, 
not provided for in the Act. As a result of the omis- 
sion, it was possible for employers to avoid paying 
compensation claims by the expediency of going 
through bankruptcy. Congress has now remedied this 
deplorable situation by passing legislation which not 
only allows compensation claims, but gives retro- 
active effect and allows certain priority. The legisla- 
tion is identified as... 

As a result of the above, any compensation claimant 
may, through proper procedure, have his compensa- 
tion claim allowed by a trustee in bankruptcy and 
proper priority given, provided steps are taken within 
the time allowed for the handling of the estate. This 
is a most important bit of legislation and will affect 
hundreds of compensation claimants. 


showing a lag of seventy-seven 


Production Source of Illicit Narcotics in Bulgaria — 
The League of Nations during recent years has been 
making an earnest effort to secure international co- 
operation in an attempt to cut down the supply of 
illicit narcotics, large quantities of which reach the 
United States through grape-vine sources. The news 
dispatch, printed below, is from the San Francisco 
Chronicle of September 25: 

Geneva, Sept. nce that Bulgaria has be- 
come the center of the illicit traffic in narcotics has 
been brought before the League of Nations Opium 
Advisory Committee by Stuart Fuller of the United 
States State Department, C. P. Sherman of Canada 
and Russell Pasha of Egypt. 

Mr. Fuller told of a chemical known as acetic an- 
hydride, which is useful only in making aspirin, dye- 
stuff, artificial silk, and heroin. He said Bulgaria 
manufactured none of the first three, and then pro- 
duced figures showing that world exports to Bulgaria 
of this chemical jumped from 154 pounds in 1931 to 
four and a half tons in 1932 and six tons in 1933. 

He said that illicit narcotics factories, driven from 
Turkey, moved to Bulgaria in 1932. He stressed that 
the six tons of acetic anhydride imported in 1933 
would make from two to four times as much heroin 
as the League had officially estimated the world 
needed annually for medicines. He asserted acetic 
anhydride figures were good “barometers” of heroin 
production. 

Mr. Sherman gave figures showing that the pro- 
duction of crude opium in Bulgaria had risen from 
four tons in 1931 to six and a half tons in 1933. 

Russell Pasha gave evidence of ten illicit narcotics 
factories in Bulgaria, the annual production of which 
he estimated at three tons. 


A Plan to Evaluate Independently Serologic Pro- 
cedure for the Diagnosis of Syphilis in the United 


States.—Since the serologic conference at Copen- 
hagen and Montevideo, there has been an increased 
interest in the relative value of serologic tests for the 
diagnosis of syphilis. At these conferences the test 
of only one serologist of the United States was pre- 
sented for consideration. There are a number of ex- 
cellent serologists in this country, many of whom 
have described original modifications of the comple- 
ment-fixation and precipitation tests for syphilis. It 
is felt that the tests of these workers merit considera- 
tion. 

The United States Public Health Service is codp- 
erating with the American Society of Clinical Patholo- 
gists in the drafting of a plan to evaluate independ- 
ently serologic procedure for the diagnosis of syphilis 
in this country. Briefly, the plan contemplates the 
collection of specimens of blood from at least 1,000 
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individuals and the distribution of comparable spec;- 
mens to the laboratories of serologists who have de- 
scribed an original modification of a complement 
fixation or precipitation test for the diagnosis 
syphilis. The donors of the specimens will be c: 
fully selected so as to measure both the specificity 
and sensitivity of the serologic procedure. The send. 
ing of specimens to workers at considerable distanc 
from the point of collection will be expedited by the 
use of the most modern transportation facilities, while 
the delivery of specimens to nearby serologists will 
be delayed so as to make the delivery time approxi- 
mate that for those workers at the more remote 
points. 

A committee of five members, consisting of two 
specialists in the field of clinical syphilology, two 
members of the American Society of Clinical Patholo- 
gists, and one officer of the United States Public 
Health Service, will organize the plan of study and, 
after all laboratory reports have been submitted by 
participating serologists, will interpret the results on 
the basis of clinical findings. The collection of the 
specimens will begin about December 1, 1934, and 
a number of serologists will be invited to take part 
in the evaluation scheme. 


It is possible that the name of some serologist who 
has described an original modification of a test for 
syphilis may have been inadvertently omitted. Any 
serologist desiring to participate will be extended an 
invitation upon presentation of suitable proof as to 
the originality of his modification of a serologic test. 
A brief description of the plan will also be sent to 
those workers who may be interested. 


Correspondence should be addressed to the Surgeon 
General, United States Public Health Service, Wash- 
ington, D. C. 


Antivivisectionist Misrepresentation.*—The Journal 
of the American Medical Association, in its issue of 
August 25, printed the following: 


“Just as long as the antivivisectionists permit their 
activities to be motivated emotionally rather than 
rationally, they continue to expose the extreme weak- 
ness of their arguments. A particularly flagrant ex- 
ample of distortion of fact has come to light in con- 
nection with an editorial in a recent issue of The 
Journal. A liberal excerpt of the original statement 
follows: 


“To many it may seem strange that in this day ‘labo- 
ratory medicine’ needs any apologies or defense. Yet not 
long ago Mendel of Yale University said that there are 
today not a few physicians as well as other friends of 
medicine who, although admitting the noteworthy contri- 
butions of animal experimentation, nevertheless urge 
that its dominant importance is passing. Though the 
pendulum of enthusiasm for a laboratory innovation may 
at times swing too far, it soon reaches a stable level. 
In his defense of scientific experimentation in medicine, 
Mendel made a vigorous plea that devotees of practical 
medicine and surgery refrain from unwarranted deroga- 
tory attacks on one of the best helps of their profession 
in the past. It is difficult enough, he added, to fight suf- 
fering, disease and death without being obliged to fight 
the ignorance and prejudices of those who would tie the 
arms of the laboratory worker. 


“To a mature individual with ordinary educ: — 
and the ability to understand clear English, the mea 
ing conveyed by the foregoing quotation is inescap- 
able. Yet in the July, 1934, issue of the Starry Gre 5S, 
the official organ of the American Antivivisection So- 


ciety, there appears in the column entitled Heard and 
Read the following comment: 


“A surprising editorial in the Journal of the Ame ow 
Medical Association (May 26, 1934) quotes L. B. Men 
of Yale University to the effect that ‘There are 
not a few physicians as well as other friends of medi 
who, although admitting the noteworthy contributi mn 
animal experimentation, nevertheless urge that its domi 
nant importance is passing.’ This is a great deal for a 
pro-vivisectionist to admit publicly, and is a welcome 
indication that the vivisecting profession is being forc ed 
to admit, however slowly, that its boosting of vi‘ r 
tion is bringing it into wider and wider disrepute W 
consequent disastrous effect upon medical pocketbooks 
and reputations. It is safe to say that when the pr 


*In this issue of CALIFORNIA AND ~ WESTERN MEDICINE, 
see also articles on pages 247 and 272. 
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sion at large does awake from its self-induced delusions 
regarding the cruel and disgraceful practice of vivisec- 
tion, it will turn its back upon the once-vaunted ‘scien- 
tific research’ as completely and with the same scorn as 
that accorded its other fads of yesterday. 


“A comparison of the two quotations is sufficient 
comment on the methods of misrepresentation em- 
ployed by the antivivisectionist. It provides another 


example of the tendency of the ‘will to believe’ to 
becloud intellectual integrity.” 


Symposium on Heart Disease—The Heart Com- 
mittee of the San Francisco County Medical Society 
will hold its fifth annual symposium on heart disease 
November 21 to 22, 1934. Tentative plans include two 
full-day sessions and two evening sessions. 

The course is without fee, and all doctors who are 
interested in diseases of the heart are welcome to 
attend. As soon as final arrangements have been 
completed, programs will be mailed to the doctors on 
request. Letters should be addressed to the secre- 
tary, J. Marion Read, M.D., 490 Post Street, San 
Francisco. 


Joint Meeting of International Board of Hygiene 
and League for Medical Freedom.—On September 18 
about sixty members of the San Diego County Medi- 
cal Society attended a joint meeting of the Inter- 
national Board of Hygiene and League for Medical 
Freedom. Following a buffet luncheon, the members 
listened to an interesting scientific program by speak- 
ers of prominence. Among the out-of-town guests 
were Dr. G. Kita from Japan and Dr. G. Miro from 
Mazatlan, Mexico. Several local members expect to 
attend the next meeting of the I. B. H., which will be 
held in Mexico City in December. 


Meeting of Radiological Society of North America. 
The Radiological Society of North America will hold 
its next annual meeting at the Hotel Peabody, Mem- 
phis, Tennessee, December 3 to 7, 1934. The medical 
profession is cordially invited to attend. Further infor- 
mation may be obtained by addressing the secretary- 
treasurer, Dr. Donald S. Childs, 607 Medical Arts 
Building, Syracuse, New York. William E. Costolow 
and Robert R. Newell are counselors for California. 


CORRESPONDENCE 


Subject of following letter: More information con- 
cerning “needy blind” procedures.* 


Pasadena, September 17, 1934. 

To the Editor:—I have read Dr. Dennis V. Smith’s 
letter in the September issue of CALIFORNIA AND WEST- 
ERN Mepicine, relative to your editorial in the August 
number of CALIFORNIA AND WESTERN MEDICINE, on mis- 
appropriation of tax funds for aid of blind persons 
amenable to rehabilitation, with considerable interest 
and approval. 

For the past twenty-five years I have been engaged 
in an eye practice in Pasadena, and have had occasion 
frequently to observe instances of just such injustice. 

Many of the patients who come to me for exami- 
nation,-and to have blanks filled out for blind pen- 
Sions, are excellent risks for rehabilitation. 


| wish to endorse the contention that where no 
obstacle exists, except a patient’s obstinacy, to their 
recovery of sight by operation, such persons should 
be refused blind pensions until the result of operation 
or treatment has proved unavailing. .. . 


Very sincerely, 
J. Ross Reep. 


*See August editorial (page 128) and Doctor Smith’s 
letter in September issue (page 212). 
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Subject of following letter: Comments by Dr. Ed- 
ward Jackson of Denver on “needy blind” medical 
reports.t 


To the Editor:—Thank you for calling my attention 
to the article in the August number of CALiForNIA AND 
WesTERN Mepicine. Enclosed I will send you a copy 
of the blank, on which the oculist’s report is submitted 
to the Colorado State Commission for the Blind. 
There is some value in calling attention of the ex- 
aminer to the different portions of the eye he is 
expected to report upon; and asking the direct ques- 
tion as to whether the blindness can be removed by 
treatment. In Colorado we try to have reports on 
each case, from a physician known to be competent, 
to examine and report upon the eyes. But in some 
counties there is no such person to whom the appli- 
cant can be referred. Sometimes they are brought to 
the Colorado General Hospital for an examination. 

As to a definition of blindness, adopted by the 
House of Delegates of the American Medical As- 
sociation. This was drawn up by a committee, com- 
posed of Dr. Harry Gradle of Chicago, Dr. A. C. Snell 
of Rochester, New York, and myself. It was sub- 
mitted to the Section on Ophthalmology, and unani- 
mously adopted by the Section. 

California appears to be repeating the experience of 
Ohio, where the provision for the blind was so liberal 
that the law was repealed, and altered before it was 
again passed. Cordially yours, 

EDWARD JACKSON. 


NATUROPATHIC AND CHIRO- 
PRACTIC INITIATIVES 


Arguments Against Chiropractic Initiative (No. 9) 
and Naturopathic Initiative (No. 17) as printed 
in State Leaflet 14636, which will be sent 
to Electors of the State of California 


Every registered voter of California has or will 
receive from the Secretary of State a booklet con- 
taining the full text of proposed amendments to the 
constitution, propositions and proposed laws, with 
arguments for and against the same, which will ap- 
pear on the November 6 ballots. 

In the preliminary draft which has come to us, the 
Chiropractic Initiative (No. 9) is printed in full text 
on page 13 of Part II, the arguments against its pas- 
sage being printed on pages 15 and 16 of Part I. 

The text of the Naturopathic Initiative is printed 
on page 32 of Part II, the arguments against its pas- 
sage being printed on pages 15 and 16 of Part I. 

It behooves members of the California Medical As- 
sociation to read the above and then to decide upon 
their obligations in the premises. In this connection, 
the attention of readers is called to some editorial 
comments in this issue (page 269). 

For the convenience of members and for purposes 
of easy reference, the arguments against these un- 
necessary legislation, which will be found on the 
November 6 state election ballots, are here reprinted. 

Read not only what prominent members of the 
legal profession say of this proposed legislation, but 
also what the better class of chiropractors have to 
state in regard thereto. 


Follow up this reading by calling the attention of 
as many fellow citizens as possible to these measures 
(Nos. 9 and 17), urging them to codperate by using 
their best efforts to defeat these proposed laws which 
menace public standards and the public weal. 


Initiative No. 9—Chiropractic 


Curropractic. Initiative. Amends Chiropractic Act. 
Creates State Chiropractors’ Association; provides for 
organization, government, membership, powers and 
duties thereof; etc., etc. ... 


+ On this subject, see August issue, page 128 ; September 
issue, page 212; also letter on this page from Dr. Reed. 
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Argument Against Initiative Proposition No. 9 


Argument: The proposed amendment of the Chiro- 
practic Act is not only useless legislation, but is one of 
the most dangerous proposals ever submitted to the voters 
of California. 

In 1922 the people enacted the existing chiropractic law 
by initiative. It is a good law. It is adequate in its pro- 
visions for the purposes of such law. It is generally con- 
sidered the best chiropractic law in the United States. It 
provides for high and adequate standards of professional 
education. 

The proposed amendment destroys existing standards 
and opens the door to fraud and racketeering in this 
respect. 

The existing law gives to chiropractors every right that 
could be asked for in the honest practice of chiropractic. 
The proposed amendment would authorize practices as 
chiropractic which are in no sense chiropractic or related 
to it, and would encourage quackery in general and abor- 
tionists in particular, all at the expense of the sick people 
of the State of California. 

The present law provides that the chiropractor may 
‘“‘practice chiropractic’’ and in so doing may also “use 
all necessary mechanical and hygienic and sanitary meas- 
ures incident to the care of the body.’ Surely nothing 
more could be desired in that connection. The proposed 
amendment seeks to authorize the use of dangerous 
drugs, anesthetics and the indiscriminate practice of ob- 
stetrics, none of which are a part of the practice of 
chiropractic. 

The existing law amply empowers the State Board of 
Chiropractic Examiners in any proper business “designed 
to ascertain the fitness of the applicants to practice 
chiropractic.”’ 

The proposed amendment would grant unheard-of 
powers to the State Board of Chiropractic Examiners— 
powers by which the licenses of every chiropractor, who 
failed to please the board, could be revoked, upon any 
one of sixteen “‘grounds,”’ set forth in Section 30 of the 
proposed amendment. This section violates every princi- 
ple of democracy and sets up a dictatorship as absolute 
as exists in any government in Europe today. Further, 
the amendment would disfranchise the large majority of 
chiropractors in the organization set-up with its several 
districts in the State. 

The present law requires that chiropractic schools or 
colleges, desiring to qualify their graduates for examina- 
tion for licensure, shall be incorporated, which in con- 
nection with another special law regulating the incorpo- 
ration of educational institutions, has been effective in 
ridding California of many fly-by-night schools and has 
prohibited graduates from such schools in other States 
from being licensed to practice chiropractic in California. 

The proposed amendment destroys these safeguards, 
making it unnecessary for schools to be incorporated and 
leaves the entire matter within the discretion of the 
board. We believe it is bad policy to give such unlimited 
power to boards which in the past, we regret to say, have 
not proved themselves at all times either capable or 
trustworthy in the execution of such unlimited powers. 

In conclusion, we urge the friends of chiropractic and 
the friends of good government, who desire to see the 
sick scientifically served and government honestly ad- 
ministered, to vote ‘‘No”’ on this amendment, which was 
born of ignorance and avarice, and if enacted into law 
would reduce a valuable service to the people of this 
State to a conscienceless imposition upon the sick and 
suffering 


‘CALIFORNIA CHIROPRACTIC ASSOCIATION 
OFFICERS. 


James C. Tobin. D. C., 
State President. 
Giese. D. C., 
State Secretary. 

H. A. Rockwell, D. C., 
Chairman State Legislative Committee. 


Selma M 
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Argument Against Initiative Proposition No. 9 


his proposed act attempts to do at least two things, 
ei .er of which demands its defeat. 


It creates, for the first time in California, in the 
State Chiropractic Association and its board of governors 
e'ected by the members of that association, a self-govern- 
ing specially privileged group, whose actions are com- 
pletely removed by the act from any control by the 
Governor or the Legislature of the State of California or 
by the courts except in matters of jurisdiction. The only 
possible means by which the people of California can ex- 
ercise any control or discipline upon the ‘State Chiro- 
practic Association,” if this act is passed, is another 
initiative act. The great expense and uncertainty attend- 
ant upon this form of control means that, practically, 
control is impossible. 

The statement of its proponents that it is similar to the 
State Bar Act under which the members of the State 
Itar elect a board of governors is untrue. The State Bar 
Act was passed by the Legislature and can be and has 
repeatedly been amended by the Legislature and all of 
the fundamental acts of the board of governors of the 
State Bar Association are subject to approval by the Su- 
preme Court of California. 

2. The act grants rights and privileges to a group of 
practitioners whose training, as required by the act and 
regardless of any statements by its supporters, is far be- 
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low that heretofore deemed necessary by the Legislature 
for those to whom it granted these same rights and priyj- 
leges—the physicians and surgeons. 

Education and equal training should demand 
rights and privileges to treat the sick. 
these rights to inferiorly educated and trained prac. 
titioners endangers individual and public health, anq 
these rights exercised in tax-supported institutions and 
under the workmen’s compensation insurance laws wil] 
mean increased costs to already burdened taxpayers anq 
to industry because of longer and greater disabilities jn- 
curred through inferior care of the sick and injured so 
treated. 

Furthermore, the act is unnecessary because th¢ 
practors now have their own licensing board, set up by 
the present State Chiropractic Initiative Act (passed in 
1922), the members of that board being appointed by the 
Governor. This proposed act is purely an attempt by 
certain chiropractors to secure for themselves a complete 
chiropractic autocracy and rights and privileges to treat 
the sick by means to which their standards of training 
do not entitle them. The Legislature in its wisdom would 
not grant them such rights, so they are attempting, in 
the hurly-burly of a great election, to have the people 
unwittingly and practically irrevocably do so. 

Do not begin to establish self-governing and irrespon- 
sible special groups in California or to lower the stand- 
ards required to whose care California entrusts without 
limit or reservation its sick and injured people. 

Vote “No” on this initiative. 

R. HOLTLEY MYERS 
834 Rome Drive, Los Angeles 


I. B. DOCKWEILER 
2321 South Figueroa Street, Los Angeies 


equal 
But the giving of 


chiro- 


* * * 


Initiative No. 17—Naturopathic 


Naturopatuic Act. Initiative. Creates Naturopathic 
Association of California, a public corporation; pro- 
vides for its organization, government, membership 
and powers; regulates practice and licensing of natur- 
opathy; etc. etc... 
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Argument Against Initiative Proposition No. 17 


Argument: The proposed Naturopathic Act is so utterly 
objectionable as a means of attempting to regulate the 
various systems of so-called practices that space here 
prohibits adequate condemnation. 

Most of the argument submitted against the proposed 
chiropractic amendment applies equally to the Naturo- 
pathic Act. They both, or either of them, would repeal 
the Chiropractic Law of California. The Naturopathic 
Act is sponsored almost entirely by persons already li- 
censed as chiropractors in California. The licenses they 
now hold give them every right that the honest practice 
of chiropractic would suggest. If the proponents of this 
act honestly believe in their science and profession, they 
should not require additional rights acquired throus 
legislation, instead of education. 

The proposed Naturopathic Act places no restriction on 
the practices of those who may be licensed under it, 
irrespective of the nature or extent of their education in 
the various practices set forth therein. It is obvious that 
should this act become law, it would result in an orgy of 
unscientific, futile and dangerous experimentation 
the sick people of California. 

There is no good or logical reason for the enactment of 
such an act as the proposed Naturopathic Act. At the 
present time the Medical Practice Act provides for the 
licensing and regulation of all character of drugless prac- 
tices, such as would be authorized under the proposed 
Naturopathic Act. Also the Medical Practice Act pro- 
vides for the licensing of osteopaths and the several 
branches of medicine, and finally, the Chiropractic Act 
provides for the licensing and regulation of the practice 
of chiropractic. It is, therefore, obvious that the enact- 
ment of the proposed Naturopathic Act would lead 
to confusion, needless expense, and, most deplorabl 
all, would result in low-grade and unethical practic: 
every field of health effort in the State of California 

Existing laws are adequate for the licensure and regu- 
lation of every known physical and material practic« 
the entire field of health effort today. 

Under the provisions of the proposed Naturopathic 
it is not required that the licentiate thereunder shall 
necessarily have had any education or experience in 
of the particular practices, other than chiropractic 
thorized by the licenses issued thereunder. 

The proposed Naturopathic Act is vicious and dang 
ous and, like the chiropractic amendment, was bor! 
“ignorance and avarice,” and. therefore, we would 
every honest and intelligent citizen of the State of ( 
fornia to vote ‘‘No”’ on this monstrous proposal. 


CALIFORNIA CHIROPRACTIC ASSOCIATION 
OFFICERS. 


upon 


James C. Tobin, D.C 
State President 
Selma M. Giese, D. C. 
State Secretar 
H. A. Rockwell, D.C 
Chairman State Legislative Committ 
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Argument Against Initiative Proposition No. 17 


This act should be overwhelmingly defeated for many 
reasons, space limiting discussion here to three only. 


It creates the Naturopathic Association of California 
and its governing body, the board of governors, elected by 
and from among, the licensees of this board. 

It then (Sec. 3) completely removes this association 
from all control by the Governor, or the legislature, or 
the courts, except in jurisdictional matters, and puts into 
the hands of the board of governors the absolute auto- 
eratic control of the entire practice of ‘‘naturopathy,”’ so- 
called, and its practitioners. 

The only possible way that the people will ever have 
to exercise the slightest control over ‘‘naturopaths’”’ to 
whom the act gives (Sec. 63) ‘‘all of the rights and privi- 
leges of any and all other practicing physicians of any 
sé ‘hool or class or division in the treatment of any and all 
diseases, injuries, deformities’’—and equal rights with all 
physicians in all partly or wholly tax- -supported institu- 
tions and under the ‘‘workmen’s compensation insurance”’ 
laws, will be by future initiative acts. The expense and 
uncertainty of an initiative act makes any control over a 
special group almost impossible. 

The statement that this act is similar to the State Bar 
Act under which lawyers elect a board of governors, is 
wrong. The State Bar Act was passed, and can be and 
has been repeatedly amended, by the Legislature, and all 
of the fundamental acts of the board are subject to ap- 
proval by the Supreme Court. 

The act ostensibly sets up educational requirements for 
licenses, but puts absolute control of them under the 
autocratic board of governors and, regardless of any pro- 
ponent’s assertions, even upon the most favorable basis 
of comparison these requirements are less than 60 per cent 
of those demanded by the State for regularly licensed 
physicians. 

It further (Sec. 62) copies only nine of the twenty- 
three definitions of ‘‘unprofessioral conduct” cited in the 
State Medical Practice Act and limits the punishment for 
any of these nine to suspension of the ‘‘naturopathic”’ 
license for one year, regardless of previous offenses. 

Since among the fourteen definitions omitted are (1) pro- 
curing or offering to procure an abortion; (2) wilfully 
betraying professional confidences of patients; and (3) 
habitual intemperance or excessive use of narcotics, it is 
evident that proponents of the act intend to have little 
discipline and to protect their own misbehaving naturo- 
paths, and not the public. 

This act is 


1. Unnecessary, because drugless practitioners can now 
be licensed under existing law; 


2. Vicious, in that it is an attempt by a special group 
of inferior education seeking special privilege, to secure 
an autocratic self-government new to California, to 
practically remove itself from any control by the people 
and to obtain rights and privileges heretofore granted 
only to those meeting the highest requirements set by 
the Legislature; and 


3. Dangerous to public health and to the sick of Cali- 
fornia in that it will loose upon the sick and injured a 
horde of poorly trained ‘‘naturopaths’ with all of such 
rights and privileges. 


Vote “No” on this measure. 


R. HOLTLEY MYERS, 
834 Rome Drive, Los Angeles. 


I. B. DOCKWEILER, 
2321 South Figueroa Street, Los Angeles. 


PRESIDENT FRANKLIN DELANO 
ROOSEVELT'S TRIBUTE TO 
SCIENTIFIC MEDICINE* 


Text of the Mayo Presentation Address 


I hope that the people of Rochester will not feel 
limited in their pride of possession when the nation 
which I have the honor to represent claims the right 
to call Doctor Will and Doctor Charles by the good 
word “neighbor.” You are beloved at home and 
abroad, and a world deeply in your debt gives you 
inadequate returns in external honors and distinctions. 
But your true distinction is in the simple fact that 


*The tribute given by President Franklin D. Roosevelt 
to Doctors William J. and Charles H. Mayo, each an 
eX-president of the American Medical Association, was 
extended through them to the medical profession of the 
United States. On that account this appreciation of mod- 
ern medicine by the President of the United States, in 
his Rochester address of August 8, is here reprinted. 


MISCELLANY 








you have put men’s sense of brotherhood and inter- 
dependence into a setting and have given it a new 
meaning. 

For fifty years you have given tireless, skillful and 
unselfish service here in this state and city. These 
fifty years, the span of your medical practice, have 
covered probably the most remarkable period in the 
history of science. You have seen practically all of 
modern medicine and surgery come into being. The 
rise of research, dating back to the days when you 
began your practice, has revolutionized the diagnosis, 
prevention and treatment of disease. 

The development of the branches of this science 
has revolutionized not only the science of medicine, 
but the entire field of effort that we sometimes call 
public welfare. You have seen surgical technique be- 
come one of the finest of all the arts of man. You 
have seen the development of the science of public 
health, which has brought the gospel of health to the 
school and clinic. You have seen the growth of hos- 
pitals, the creation of foundations for medical re- 
search, and a resolution in the teaching of medicine. 
You have seen isolated clinics come to be part of 
great universities, an association resulting in the en- 
richment of both. 


But, despite the progress that you have seen and 
that you have helped to accomplish, the restless spirit 
of science prompts you to see new visions of achieve- 
ment. As you have pointed out so often in your pre- 
dictions of what humanity may expect from medical 
science in the future, progress is only at its beginning. 
In the further development of the curative art, in the 
discovery of new means for the prevention of disease, 
in the creation of methods by which all of the people 
may be made aware of the knowledge of hygiene and 
public health developed in the laboratory clinic, your 
vision offers promise of a greater nation and a hap- 
pier people. 


You have helped to give to the medical profession 
a unique place in the community and the nation. By 
reason of his special opportunities, the physician has 
the occasion to perform a service in his community 
far beyond the bounds of his own professional duty. 
His infinitely complex relationship with the people of 
the community enables him to lead them in standards 
of ethical right which may profoundly affect human 
conduct in general. 

For this reason the science of medicine comes to 
concern itself with many things besides the healing 
of the sick. It has been broadly interpreted as a 
major factor in the science of human welfare. The 
problems of disease and the circumstances related to 
it are to the science of modern medicine only the 
sequel of a long train of social cause and effect. Medi- 
cine has taught us how important it is to look beyond 
the result to the cause, not only of human sickness, 
but of those social disorders out of which individual 
difficulties necessarily arise. 

Those of us who are concerned with the prol -ms 
of government and of economics are under sp. ial 
obligation to modern medicine in two very import..nt 
respects. In the first place, it has taught us that v"h 
patience and application and skill and courage it is 
possible for human beings to control and improve 
conditions under which they live. 


It has taught us how science may be made the ser- 
vant of a richer, more complete common life. And it 
has taught us more than that, because from it we 
have learned lessons in the ethics of human relation- 
ship—how devotion to the public good, unselfish serv- 
ice, never-ending consideration of human needs, are 
in themselves conquering forces. 


Democracy looks to the day when these virtues will 
be required and expected of those who serve the pub- 
lic officially and unofficially. Modern medicine has set 
an exalted example. It has shown the way for us all. 


You whom we honor today have rendered the high- 
est form of patriotic service during the battles of the 
World War, but, even more than that, you deserve 
the nation’s thanks for the national service that _you 
have rendered throughout your lives, 
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TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VII, No. 12, October, 1909 


From Some Editorial Notes: 


A Victim to Duty—With the remarkable successes in 
aerial navigation, comes the news that the Wright 
brothers are to begin suit against their rival, Curtiss, 
for infringement of patent. The statement is of more 
than passing interest because it brings to mind the fact 
that not only fame and honor attend discoveries in 
the mechanic-arts, but great wealth as well. Me- 
chanics furnishes every incentive to the investigator. 
How different is it in the field of medicine, where he 
who is not satisfied to follow in beaten paths receives 
but scant assistance in hewing out new trails. ... In 
May of this year a Californian sacrificed his life in 
the pursuit of duty. Dr. William Martin Wightman 
of the United States Public Health and Marine Hos- 
pital Service died at Guayaquil, Ecuador, of yellow 
fever. ... 

7 v 7 


Ground Squirrels and Plague.—The work of the 
United States Public Health and Marine Hospital 
Service in uncovering and outlining the focus of 
squirrel plague in California marks one of the greatest 
advances which has been made by preventive medi- 
cine in the last decade. During recent years each 
summer has been marked by the occurrence of one or 
two human plague cases in Contra Costa and Alameda 
counties. ... 


From an article on “Eye Symptoms in Intracranial Com- 
plications Following Middle-Ear Suppuration” by Vard 
H. Hulen, A.M., M.D., San Francisco. 


The above subject allotted to me in this symposium 
if followed fully and to its logical conclusions would 
result in hundreds of pages, hence I shall only be able 
in my few moments to allude to the important eye 
changes often revealed and to the necessity of ocular 
examinations in these serious cases. It is hoped this 
supplement, as it were, to the broader subject of 
symptomatology treated here by another member, may 
be justified. ... 


From anarticle on “Indications for Operation in Chronic 
Purulent Otitis Media” by Edward C. Sewall, M.D., San 
Francisco. 


How is to be decided the question when and upon 
what patients are we to operate radically in chronic 
purulent otitis media? Since the work of Schwartze, 
and more particularly of Stacke, which began a new 
era in the treatment of purulent ear disease, surgeons, 
because of the multitude of cases and statistics, have 
found out the worth of the measure and its limita- 
TIONS. . » » 


From an article on “The Different Operations for 
Chronic Suppuration of the Middle Ear” by H. Bert Ellis, 
M.D., Los Angeles. 


The treatment of chronic suppuration of the middle 
ear certainly does not present a brilliant field for medi- 
cine or surgery. Local treatment of a medical charac- 
ter frequently stops a discharge which has existed 
months or even years, but the suppuration is more 
than likely to return with the first severe so-called 
“cold in the head” or on exposure to untoward atmo- 
spheric conditions. This fact has caused a reaction 
from local therapeutic measures to surgical interfer- 
a 

* This column strives to mirror the work and aims of 
colleagues who bore the brunt of society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 


(Continued in Front Advertising Section, page 17) 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIA* 


By Cuartes B. Pinkuam, M. D. 
Secretary-Treasurer 


Results of Board of Medical Examiners’ Examina- 
tion, Los Angeles.—Charles B. Pinkham reports re- 
sults of the written examination held in Los Angeles 
on July 24 to 26 inclusive, 1934. The examination for 
physicians and surgeons covered nine subjects and 
included ninety questions. An average of 75 per cent 
is required to pass. Ninety-four graduates of medical 
schools wrote the examination, including several from 
foreign countries. 


The highest mark (93 7/9) was made by a graduate 
of St. Louis University School of Medicine, Missouri, 

Eighty-eight physician and surgeon applicants passed, 
and six failed. 


The following is a list of successful applicants, who 
have been issued medical licenses to practice in Cali- 
fornia: 


Charles Norman Abbott, 
Evangelists. 

William Lanier Adams, Jr., Los Angeles, University of 
Southern California School of Medicine. 

Herbert Jerome Andrews, Los Angeles, College of Medi- 
cal Evangelists. 

Harry Edwin Barker, Ventura, Stanford University School 
of Medicine. 

Gaston James Baus, Los Angeles, University of Southern 
California School of Medicine. 

Gordon Bruce Beckner, Los Angeles, College of Medical 
Evangelists. 

John Whitney Beeman, Los Angeles, College of Medical 
Evangelists. 

Everett Eugene Bennett, Los Angeles, College of Medical 
Evangelists. 
Jerome William Bodlander, Los Angeles, St. Louis Uni- 
versity School of Medicine of Missouri. 
Sheldon Seymour Brownton, Los Angeles, 
University School of Medicine. 

Richard Alvin Chance, Los Angeles, 
Evangelists. 

Edwin Morey Chase, Patterson, 
California School of Medicine. 

Samuel Ching, Los Angeles, Collge of Medical Evangelists. 

Rea Forry Chittenden, Los Angeles, University of South- 
ern California School of Medicine. 

Ward Cleveland Curtis, Knoxville, 
College of Virginia. 

Russell Calvin Darby, Azusa, College of Medical Evangel- 
ists. 

Delbert Henry DeSmet, San Francisco, Stanford Univer- 
sity School of Medicine. 

Robert Reeve Dockweiler, San Francisco, Harvard Uni- 
versity Medical School of Massachusetts. 

George Hall Douglass, Los Angeles, University of Southern 
California School of Medicine. 

Theodore Martin Ebers, Los Angeles, 
braska College of Medicine. 

Hertha Ehlers, Los Angeles, College of Medical Evangel- 
ists. 

J. Clough Frudenfeld, Detroit, Michigan, State University 
of Iowa College of Medicine. 

Milton Goldman, Los Angeles, Rush Medical College. 

Ross Adams Goodcell, Los Angeles, University of Southern 
California School of Medicine. 

Arthur Abraham Gould, Los Angeles, University of To- 

ronto Faculty of Medicine, Canada. 

Mary Lossie Griset, Los Angeles, University of Southern 
California School of Medicine. . 

Glen Robert Halverson, Santa Barbara, College of Medi- 
cal Evangelists. 

Van Rensselaer Hamilton, Los Angeles, 
Southern California School of Medicine. d 

Robert King Harker, Los Angeles, University of Cali- 
fornia Medical School. 

Max Dixon Hendricks, Los Angeles, University of South- 
ern California School of Medicine. 

Norman Glenn Hickey, Los Angeles, College of Medical 
Evangelists. 

Jack Hoekzema, Compton, Rush Medical College. 

Leland Richmond House, Los Angeles, College of Med cal 
Evangelists. 

Jones Russell Hughes, Los Angeles, University of Penn- 
sylvania School of Medicine. 

Elinor Randolph Ives, Los Angeles, 
Medical College. i 

Barney Noboru Iwanaga, Los Angeles, College of Medical 
Evangelists. a 

Berthella Jarvis, Huntington Park, College of Medical 
Evangelists. 
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* The office addresses of the California State Board of 
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